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Special Terms and Conditions

A.

DEFINITION3s used in the Contract, the following terms shall have the meanings set

forth below:

B.

1. Contractshall mean the Contract Cover Sheet, these Special Terms and
Conditions, State of Idaho Standard Contract Terms and Conditions, and all Attachments
identified on the Contract Cover Sheet. The Contract shall also include any negotiated
and executecamendment to the Contract or any task order negotiated, executed, and
implemented pursuant to provisions of the Contract.

2. Contract Manageshall mean that person appointed by thkdaho Department

of Health and Welfard DHW to administer the Contraadbn behalf of the IDHW.

"Contract Manager" includes, except as otherwise provided in the Contract, an
authorized representative of the Contract Manager acting within the scope of his or her
authority. The IDHW may change the designated Contract Managettiftogrto time

by providing notice to Health Plan as provided in the Contract.

3. IDHWshall mean the State of Idaho, Department of Health and Welfare, its
divisions, sections, offices, units, or other subdivisions, and its officers, employees, and
agents.

4, Health Plarshall mean the health insurer administering tiedicareMedicaid
CoordinatedPlan(MMCB.

CONTRACT EFFECTIVEMESSnderstood that this Contract or any Amendment is

effective when it is signed by both parties, or at a later dagpécified in the Contract or
Amendment. The Health Plan shall not render services to the IDHW until the Contract or
Amendment has become effective. The IDHW will not pay for any services rendered prior to the
effective date of the Contract or Amendment.

C.

REASSIGNMENT OF HEALTH PLAN EMPLTRHBESW shall have the right, after

having consulted with the Health Plan, to require the Health Plan to reassign or otherwise
remove from the contract any Health Plan employee or subcontractor found in gabddaie
unacceptable to the IDHW.

D.

RECORDS AND DATA

1. Fiscal Record3he Health Plan shall maintain fiscal records, including its books,
audit papers, documents, and any other evidence of accounting procedures and
practices, which sufficiently andqperly reflect all direct and indirect costs of any

nature expended in the performance of the Contract.

2. Records MaintenanceThe Health Plan shall maintain all records and
documents relevant to the Contract for three (3) years from the date of fiagmznt to
Health Plan. If an audit, litigatipar other action involving records is initiated before
the three (3) year period has expired, the Health Plan shall maintain records until all
issues arising out of such actions are resolved, or until artiaddi three (3) year
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F.

period has passed, whichever is later. In addition, pursuant to 42 CFR 8§438.3(u), the
Health Plan must retain, as applicable, the following information: enrollee grievance and
appeal records as described in 8438.416, base data asliedin 8438.5(c), MLR

reports as described in §438.8(k), and the data, information, and documentation
specified in 88438.604, 438.606, 438.608, and 438.610 for a period of no legerthan

(10) years.

3. Termination of Contractlf the existence of thélealth Plan is terminated by
bankruptcy or any other cause, all program and fiscal records related to the Contract in
Health Plan's possession shall become the property of the |RidEhe Health Plan

shall immediately deliver such records to the Corttiidanager.

4. Records ReviewAll records and documents relevant to the Contract, including
but not limited to fiscal records, shall be available for and subject to inspection, review
or audit, and copying by the IDHW and other personnel duly authorigetdebl DHW,

and by federal inspectors or auditors. Health Plan shall make its records available to
such parties at all reasonable times, at either the Health Plan's principal place of
business or upon premises designated by the IDHW.

CUSTOMER SERVICE

1. Telephone The Health Plan shall have its Enrollee line as a published telephone
number that is answered by a live voice eight (8) hours per day including during business
hours of 8:00 a.m: 6:00 p.mMountain Time }MT), Monday through Friday, withhe

exception of established State holidays described in Idaho State Code 73.1;
http://leqislature.idaho.gov/idstat/Title73/T73CHI1SECTIIB.htm Voicemail for

Health Plan st shall provide an option for the caller to obtain immediate assistance if
necessary. The Health Plan shall endeavor to return telephone calls thedsgraad

shall respond to phone calls andwails not later than fortyeight (48) hours or two (2)
busihess days after the initial contact, whichever is later.

2. CorrespondenceExcept for public records requests, the Health Plan shall
respond to writen correspondence, includingr&il, within two (2) business days. The
Health Plan shall provide cleamderstandable, timelyand accurate written
information to IDHW customers as required by this Contract.

3. Policies The Health Plan shall treat IDHW staff and customers with respect and
dignity andshall demonstrate a caring attitude to all who askdssistance. The Health
Plan shall have a written customer service policy that describes how customer service
will be incorporated into policies and training.

BINDING EFFECT OF FEDERAL PURCHASE OR SERVICE RE@UL#TtIad S

subject to the proisions of any relevant federal regulations and any relevant provisions of
agreements between the State of Idaho and the United States, including but not limited to State
Plans, in effect at the time the Contract is executed, or which thereafter becometieéfeSuch
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regulations and agreements are on file in the Central Office of the IDHW and are available for
inspection by the Health Plan during regular business hours.

G. FEDERAL AND STATE AUDIT EXCERTaBadigral orSate audit indicates that

paymeris to the Health Plan fail to comply with applicabtdleral orSate laws, rulesor

regulations, the Health Plan shall refund and pay to the IDHW any compensation paid to Health
Plan arising from such noncompliance, plus costs, including audit costs.

H. COMPLIANCE WITH CERTAIN L AWS

1. HIPAA The Health Plan acknowledges that it may have an obligation,
independent of this contract, to comply with the Health Insurance Portability and
Accountability Act (HIPAA), Sections 262 and 264 of Public Lat91042 USC Section
1320d, andrederal regulations at 45 CFR Parts 160, 468 164. If applicable, Health
Plan shall comply with all amendments to the law &aderal regulations made during
the term of the Contract.

2. Lobbying

a) The Health Plan certifiethat none of the compensation under the
Contract has been paid or will be paid by or on behalf of the Health Plan to any
person for influencing or attempting to influence an officer or employee of any
governmental agency, a member, officer or employe€ongress or the Idaho
Legislature in connection with the awarding, continuation, renewal,
amendment, or modification of any contract, grant, loan, or cooperative
agreement

b) If any funds, other than funds provided by the Contract, have been paid
or will be paid to any person for influencing or attempting to influence an officer
or employee of any governmental agency, a member, officer or employee of
Congress or the State Legislature in connection with the Contract, the Health
Plan shall complete and sulin$tandard Form LLL, "Disclosure Form to Report
Lobbying," in accordance with its instructions, and submit a copy of such form
to the IDHW.

c) The Health Plan shall require that the language of this certification be
included in any subcontract, at all t& (including grants, subgrants, loans, and
cooperative agreements) entered into as a result of the Contract, and that all
sub-recipients shall certify and disclose as provided herein.

d) The Health Plan acknowledges that a false certification may be daus
rejection or termination of the Contract, subject Health Plan to a civil penalty,
under 31 U.S.C. § 1352, of not less ttemthousand dollars§10,000.0pand

not more thanone hundred thousand dollar$100,000.09for each such false
statement, and that Health Plan's execution of the Contract is a material
representation of fact upon which the IDHW relied in entering the Contract.
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3.

Qualification The Health Plan certifies to the best of its knowledge and belief

that it and its principals:

4.

a) Are not presently debarred, suspended, under sanction, proposed for
debarment, declared ineligible, or voluntarily excluded from performing the
terms of the Contract by a government entiiefleral,Sate, or local);

b) Are not excluded from participating procurement activities under the
Federal Acquisition Regulation or from participating in-4poocurement

activities under regulations issued under Executive Order No. 12549 or under
guidelines implementing Executive Order No. 12549.

c) Have not, within dhree (3) year period preceding the Contract, been
convicted of or had a civil judgment rendered against them for commission of
fraud or a criminal offense in connection with obtaining, attempting to obtain,
or performing a publicRederal,Sate, or loca) transaction or contract under a
public transaction; violation dfederal orSate antitrust statutes or commission
of embezzlement, theft, forgery, bribery, falsification or destruction of records,
making false statements, or receiving stolen property;

d) Are not presently indicted for or otherwise criminally or civilly charged
by a government entityfederal,Qate, or local) with commission of any of the
offenses enumerated in paragrapivo (2) of this certification; and

e) Have not within a three (3)ear period preceding the Contract had one
(1) or more public transactiond€deral,Sate, or local) terminated for cause or
default.

f) The Health Plan acknowledges that a false statement of this certification
may be cause for rejection or terminationttie Contract and subject Health

Plan, under 18 U.S.C. § 1001, to a fine of up to $10,000.00 or imprisonment for
up to 5 years, or both.

FaithBased Organizatioiif the Health Plan is a faibased organization, the

Health Plan and all approved subcrattors shall:

a) Segregate contract funds in a separate account.

b) Serve all members without regard to religion, religious belief, refusal to
hold a religious belief, or refusal to actively participate in a religious practice.

c) Ensure that IDHWeferred clients' participation in religious activities,
including worship, scripture study, prayer proselytization is only on a
voluntary basis.

d) Notify members of the religious nature of the organization, their right to
be served without religious discrimation, their right not to take part in

religious activities, their right to request an alternative provider and the process
for doing so.
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e) Ensure that contract funds are not expended on inherently religious
activities.

f) Comply with applicable termsf 42 CFR Parts 54, 54a, and 45 CFR Parts
260 and 1050.

5. Tribes If the Health Plan is a Tribe, the Health Plan and IDHW recognize that
services performed pursuant to this Contract by the Health Plan and all approved
subcontractors within reservation bodaries are subject to applicable laws, ordinances
and regulations of the Tribe. Nothing in this Contract should be construed as a waiver of
sovereign immunity.

CONFLICT OF INTEREST

1. Public OfficialNo official or employee of the IDHW and no atipeiblic official

of the State of Idaho or the United States government who exercises any functions or
responsibilities in the review or approval of the undertaking or carrying out of the
Contract shall, prior to the termination of the Contract, voluntadtquire any personal
interest, direct or indirect, in the Contract or proposed Contract.

2. Health Plan The Health Plan covenants that it presently has no interest and
shall not acquire any interest, direct or indirect, that would conflict in any maone
degree with the performance of its services hereunder. The Health Plan further
covenants that in the performance of the Contract, no person who has any such known
interests shall be employed.

REMEDIES

1. PAYMENT PROCES8e provisions of thisection shall supplement and not
replace the State of Idaho Standard Contract Terms and Conditions.

2. MONITORING PROCESS

a) The purpose of performance monitoring is to:

D Determine the degree to which the program is accomplishing its
goals and objectss;

(2) Provide measurements of program results and effectiveness;
3) Evaluate efficiency in the allocation of resources; and

(4) Assess compliance with the contract and applicable statutes and
regulations.

b) Failure to meet the thresholds established Rerformance Indicators or
other contract requirements constitutes breach of the contract and may result
in the initiation of remedial a®n at the discretion of IDHW.

C) IDHW will engage in ongoing contract monitoring, which may include
performance mortbring of the Health Plan. This may include review of
documentation as well as onsite monitoring at any operational facilities and
business offices that handle any component of the Contract requirements.
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Documentation requested for the purposes of contremnitoring that is part

2T GKS ISIfGK tfFyQa NPRdziA@&race LISNI GA2Y &
Monitor within three (3) business days of the request. Documentation that

requires research, data collection, compilation of reports, or additional labor

mug be supplied to thedontract Monitor within ten (10) business days of the

request or a mutually agreed upon date.

d) During any type of performance monitoring, the Health Plan or any
YSG62N] LINPOBARSNI 2NJ 4dzo O2 y i NI QriedtNJ g A f f
records, logbooks, staffing charts, time reports, claims data, administrative
documents, complaints, grievances, and any other requested documents and

data as requested when at the discretion of IDHW it is determined to be

required to assess the p@rmance of the Health Plan, a network proviger
subcontractor.

e) If monitoring activities are conducted at a provider location they will be
conducted in a manner so as not to disrupt the provision of treatment to clients.

f) Any monitoring performed maor may not be scheduled advance
andmay last for several days.

9) The performance level of the Health Plan or a network provider or
subcontractor may affect the frequency of the monitoring.

h) IDHW reserves the right to monitor any aspect of the cacttrnot just
those elements identified in thBerformance Indicatorsr Contract
Requirements

i) Additionally, if IDHW receives continual unresolved client or provider
network complaints regarding service issues, IDHW will initiate a focused
monitoring d that area, utilizing at least one of the performance criteria listed
in this document. IDHW will then follow the reporting, cure period, and appeal
process listed below.

) Areas in which performance deficiencies have been found may be
followed continualy, or subsequently rexamined as designated by IDHW.

k) All monitoring is designed and will be performed in accordance with the
following standards:

(2) United States Code

(2) Code of Federal Regulations

3) Idaho Code

(4) Idaho Administrative Code

(5) This Contract

(6) Approved Medicaid waiver programs

(7) National Accreditation Standards
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(8) Department of Health and Welfare Policies and Procedures

)] General requirements applicable to all clients will typically be assessed
via a randomly selected dataview of approximately ten percent (10%) sample
of client files at a provider location. Other requirements, relevant to a segment
of the client population, may be reviewed using a higher percentage, up to one
hundred percent (100%) of the records of a fadpulation. Areas in which
performance deficiencies have been found may bexamined in the

subsequent quarter or follow up period, as designated by IDHW, in order to
gauge progress towards satisfactory performance.

m) Monitoring Report and AppealThelDHW Contract Monitor will issue a

Monitoring Report to the Health Plan that identifies in writing the Performance
Indicator(s) monitored, and that summarizes the preliminary results with the

Health Plan. Upon request by the Health Plan, IDHW will migetie Health

Plan within ten (10) business days of their receipt of the Monitoring Report

regarding the results. The Health Plan may dispute the findings via written

appeal to the Contract Monitor within ten (10) business days of issuance of the

report. The Health Plan must specifically address each disputed finding and

justification for the appeal of the finding. The Health Plan is required to provide

all documents necessary to dispute monitor results with its written appeal.

IDHW will render a finalritten decision on the appeal to the Health Plan within

GSy 6mn0 o0daAaAySaa RIé&a 2 FinfiMatoBanels 2 F (K.
the parties agree in writing to extend the decision period.

n) Breach Cure Periodf the Health Plan does not dige the findings, the

I SIHfTOdK tfry akKlff KFEgS G4Sy omniv o6dzaAySa:
monitoring report to cure the deficiencies found. If the Health Plan appeals the
monitoring report, the Health Plan shall have ten (10) business days from the

date2 ¥ L512Qa FAYylIf gNARGGSY RSOAaAz2y G2 O
satisfied that the Health Plan has resolved the deficiencies, or made substantial
progress toward resolution, IDHW may assess the amounts listed below as

liquidated damages for eaatay the deficiency remains uncured.

3. Remedial ActionNotwithstanding any conflicting provision in the State of Idaho
Standard Contract Terms and Conditions, and in addition to any remedies available to
IDHW under law or equity, IDHW may at its solerdisan require one (1) or more of

the following remedial actions, taking into account the nature of the deficiency, if any,

of the services or products that do not dornm to Contract requirements:

a) Require the Health Plan to take prompt correctiveiaator promptly submit
and implement a corrective action plan to ensure that performance conforms to
Contract requirements;

b) Reduce payment to reflect the reduced value of services received,;
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¢) Require the Health Plan to subcontract all or part of a service at no additional
cost to IDHW;

d) Withhold payment or require payment of actual damages caused by the
deficiency;

e) Withhold payment or require repayment of an overpayment or duplicate
payment;

f) Withhold payment or require payment of liquidated damages, as more
particularly set forth below;

g) Secure products or services and deduct the costs of products or services from
payments to the Health Plan; or

h) terminate the Contract pursuandtSection 2 of the State of Idaho Standard
Contract Terms and Conditions. No remedy conferred by any of the specific provisions
of the Contract is intended to be exclusive of any other remedy, and each and every
remedy shall be cumulativand shall be imddition to every other remedy given
hereunder, now or hereafter existing at law or in equity or by statute or otherwise. The
election of any one or more remedies by either party shall not constitute a waiver of the
right to pursue other available remesti.

Optional temporary management may be imposed by IDHW if there is continued

egregious behavior by the Healfan including criteria described in 42 CFR § 438.700,
behavior contrary to any requirements of sections 1903(m) and 1932 of the Social
Secui @ ! Ol X adomadlydAalft Naal G2 SyNRffSSQa
necessary to ensure the health of Enrollees while improvements are made to remedy
violations under 42 CFR § 438.760until there is an orderly termination or

reorganization ofhe Health Plan.

IDHW must impose temporary management if it finds the Health Plan has failed to meet
the substantive requirements in section 1903(m) or section 1932 of the Act in
accordance with 42 CFR § 438.706 (b). IDHW will not delay imposition ajremyp
management to provide a hearing before imposing this sanction. IDHW will not
terminate temporary management until it determines that tManaged Care
OrganizationMICQ can ensure that the sanctioned behavior will not recur. IDHW wiill
notify Enrolles that temporary management has been imposed and of their right to
disenroll.

4, Corrective Actions, Liquidated Damagmsd Sanctions Related to Information
SystemsWithin five (5) business days of receipt of notice from IDHW of the occurrence
of a prodem with the provision and/or intake of encounter data or enrollment file, the
Health Plan will provide IDHW with full written documentation that includes
acknowledgement of receipt of the notice, a corrective action plan describing how the
Health Plan haaddressed or will address the immediate problem and how the Health
Plan will prevent the problem from recurring.
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In the event that the Health Plan fails to correct errors which prevent processing of
encounter or enroliment data as required by IDHW, failsubmit a corrective action
plan as requested or required, or fails to comply with an accepted corrective action
plan, IDHW may assess remedies.

Continued or repeated failure to submit clean encounter data may result in the
application of additional damages sanctions obe considered a breach of the
Contract.

In the event that the Health Plan is unable to research or address reported errors in
encounter data as required by IDHW, the Health Plan will submit to IDHW a corrective
action plan describing how the Health Plan will research and address the errors and how
the Health Plan will prevent the problem from recurring within five (5) businegs da
receipt of notice from IDHW that encounter data records submitted by the Health Plan
have been rejected.

In the event that the Health Plan fails to address or resolve problems with Enrollee or
Provider enrollment records in a timely manner as reqdiby IDHW, which will include
failure to submit a corrective action plan as requested or required, or failure to comply
with an accepted corrective action plan.

Continued or repeated failure to address reported errors may result in additional
damages osanctions including but not limited to being considered a breach of the
Contract.

5. Sanctions by CM®ayments provided for under the contract will be denied for

new enrollees when, and for so long as, payment for those enrollees is denibd by
Centerdor Medicare and Medicaid Servic€MS in accordance with the requirements

in 42 CFR 438.730. Sanctions may include civil monetary penalties; suspension of all new
enrollments, including default enroliment, after the effective date of the sanction;
suspasion of payment for recipients enrolled after the effective date of the sanction

and until CMS or IDHW is satisfied that the reason for imposition of the sanction no
longer exists and is not likely to recur; and other additional sanctions allowed under

state or federal regulation that address areas of noncompliance.

6. Liguidated Damage$DHW and Health Plan agree that it will be extremely
impractical and difficult to determine the actual damages that IDHW will sustain in the
event the Health Plan fails tperform under the Contract. IDHW may, in its discretion,
assess liquidated damages as more particularly set forth below.

LG Aa GKS AyaSyd 2F L5012 (G2 Y2yAdG2NI GKS | S|
ongoing effort to ensure that all requiremenare being met in full. The parties

acknowledge that actual and consequential damages to IDHW arising from the failure of

the Health Plan to comply with the terms of the contract are uncertain and difficult to

ascertain. The parties further acknowledgeK G RSt &a Ay GKS | SIFfGK
with the terms of the contract will prevent IDHW from satisfying certain federal

requirements imposed and that a longer delay or repeated delays by the Health Plan are
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likely to give rise to an increase in theuwal and consequential damages to IDHW, the

I SI f ( KProviderNgfvidek, and Enrollees whose health and weding may be
jeopardized. Specifically, IDHW may be subje€eteral recoupment and litigation

arising from the failure of the Health Plam $atisfy its requirements under the contract
and the amount of such damages is not possible to ascertain at the effective date of the
contract. Due to the foregoing, IDHW may, in its discretion, assess the liquidated
damages as more particularly descidbeelow.

The parties agree that the liquidated damages specified in this section are reasonable.
IDHW shall notify the Health Plan in writing of the assessment of liquidated damages,
which can be cumulative. Withholding of payment by IDHW or paymeiguedlated
damages by the Health Plan shall not relieve the Health Plan from its obligations under
the Contract.

The Health Plan shall not be liable for liquidated damages for a failure that results from
an occurrence beyond its control. Failure to maintstaffing levels identified in the
contract will not be considered an occurrence beyond the Health(Péantrol with the
exception of failure due to acts of God or the public enemy, fires, floods, epidemics,
guarantine, restrictions, strikes, or unuslyasevere weather. Matters of the Health

Plan finances shall not be an occurrence beyond its control.

The assessment of liquidated damages shall not constitute a waiver or release of any

other remedy IDHW may have under this Contract for Health Pleachrof this

I 2Y 0N QG AyOfdzRAY3A gAGK2dzi fAYAGlIGAR2Y S L5I
IDHW shall be entitled in its discretion to recover actual damages caused by Health
tfFyQa FlFAfdzNE (2 LISNF2N)Y AdaD2\ovillkeBucal A 2y a o
such actual damages by the amounts of liquidated damages received for the same

events causing the actual damages. Amounts due to IDHW as liquidated damages may

be deducted by IDHW from any money payable to Health Plan under this Cootract,

IDHW may bill the Health Plan as a separate item therafut the Health Plan shall

promptly make payments on such bills.

7. Performance Indicators

a) IDHW reserves the right to monitor the performance of any aspect of

the Contract and seek remediattion, not just those elements identified in the
Performance Indicators below. Each Performance Indicator has been assigned a
threshold. The thresholds have been determined by IDHW.

b) The chart of Performance Indicators below outlines requirements that
are subject to liquidated damages. Criteria established in each section of the
Scope of Work are subject to change based on updated legal or policy
mandates. IDHW shall give the Health Plan written natification ten (10) business
days prior to any new cetia being added to the chart or any criteria existing in
the chart being changed. Such ten (10) day period shall commence upon the
date of mailing or electronic transmission of the notice. IDHW shall maintain a
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current chart of Performance Indicatorsashall provide a copy of the current
chart to the Health Plan upon written request.

Scope of Worlg 1)
Care Management anc
2) Reports

Attachment 11-
Provider Services
Helpline, Enrollee Call
Center/Helpdesk,
Nurse Advice Lineand
IVRRequirements

Assessments
Criteria:

Reasonable efforts to complete
Comprehensive Health Risk Assessmer
(CHRAvithin required timeframes (within
thirty (30), sixty (60), or ninety (90)
calendar days of enrollment, based on
Enrollee risk factors, and at least once
every twelve (12) monthshereafter).

Call Standards
Criteria:

1) Percent of calls answered by a traine
representative (norrecorded voice)
within thirty (30) seconds or less

2) The average wait time for assistance
does not exceed one hundred twenty
(120) seconds.

3) Call abandonment rate

4) Percent ofProvider ServicesHelpline
and Call Genter/Help Desk staff trained to
provide customer service response to
inquiries.

Ninety-five percent 95%)

Call Standards

1) Eighty percent§0%

2) The quarterly average must be les
than or equal to one hodred twenty
(120) seconds.

3) Less than five percent$% on
average based on calls abandoned
the month divided by all incoming
calls.

4) One hundred percentl00%
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Scope of Worlg
Reports/Records/
Documentation

Scope of Worlg Care
Management

Provide reports as outlined in the
Reports/Records/Documentatic@ection.
Reports shall include data current throug

the respective reporting timeframe and
shall be submitted within the required
timeframe in the specified format.

Investigate issues within sixty (60) days
receiving Enrollee feedback data from
IDHW.

One hundred percentl00%

One hundred percentl00%)

Quarterly

Quarterly

Transitional Care
Requirements

participant in all phases a@fare transition.

Scope of Worlg Maintain a network of Providers that is One hundred percentl00%) Ongoing
Network Adequacy | sufficient in number, mix, angeographic
distribution to meet the needs of the
anticipated number of Enrollees in the
service area
Scope of Worlg Ensure the Care Coordinator is an actiy One hundred percentl00%) Quarterly
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Objective Performance Criteria

a) If the Health Plan considers any new criteria or changes to existing
criteria to be a material change to the contract as defined below, it must notify
IDHW inwriting within the ten (10) business day period set forth above. The

I SHEGK tfEhyQa y2GiA0S akKhtf AyOfdRS Iy Si

new criteria or changes to be a material change to the contract. For the purpose
of Performance Indicatocriteria additions and changes, material changes shall
be changes that affect the time, scqpe cost of the contract. If the Health Plan
provided notificatiortimely to IDHW that the new criteria or changes to the
Performance Indicator criteria are netal, the parties will then negotiate in

good faith to add the new criteria or to change existing criteria via written
amendment to the contract.

b) If the Health Plan does not provide notification to IDHW that new or
revised criteria are material withithe (10) business days from receipt of

written notification from IDHW, the new criteria or changed criteria will become
part of the contract without further action by the parties. The Health Plan must
comply with new criteria or changes to existing crageniithin thirty (30)

business days of them becoming part of the contract, whether by written
amendment or by failure of the Health Plan to provide notice of materiality.

C) The table of Performance Indicators above and the Contract
Requirements below arausimary charts of criteria for the performance of the
Health Plan subject to performance monitoring. Details for each Performance
Indicator are provided in Contract sections identified in the aforementioned

OKINIiad 91 OK ONRGSNA2Y Roka aey8yi2NAyHEIPSE

determine if the Health Plan is operating above or below the established
threshold. If the finding is that the Health Plan is operating below the
established threshold with respect to a Performance Metric, liquidated damages
may be inposed. Liquidated damages will be based on the amount of time, in
terms of hours, rounded up or down to the nearest number of hours, IDHW
must invest to monitor the performance of the Health Plan. The number of
hours required is then multiplied by the castIDHW (in terms of an hourly
NFGS0 F2N GKS aidlFF Ay@2t O9SR® LT (KS
established thresholds, the time spent on monitoring performance increases
and the amount of liquidated damages is increased accordirgyijuatrated in

the table below.

d) If the Health Plan falls below the threshold for the first follow up
monitoring, thenLevelOne (see example in table below) liquidated damages
will be assessed. The second (follow up) monitoring that does not meet
established thresholds will result in assessmeritesfel Two liquidated
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damages. Levdhree liquidated damages will be assessed&ilure to meet
performance criteria for a third (3rd) time and for subsequent failures. Rates
imposed upon the Health Plan will be calculated using the-thement
employee and consultant costs established in the records of IDHW.

DAMAGES

PER DAY COSTS

QTY | UNIT RATEEXAMPLI (MAY BE ASSESSED IN TERM
HOURLY COSTS)

Level One

1 Day X $345.24 = $345.2§

Level Two

1 Day X $690.5¢ = $690.5¢

Level Three

1 Day X $1,035.84 = $1,035.84

9.

e) IDHW will document and discuss liquidated damages with the Health
Plan prior to the issuance of notice of the imposition of liquidated damages. The
Health Plan will be notified in writing and the appropriate deduction will be
made in the next monthly payment following the expiration of any applicable
appeal deadline orthier applicable cure or notice periods and in accordance
with the contract requirements and limitations. If the next monthly payment is
insufficient to fully recover liquidated damages, IDHW may, in its discretion
require full payment by the Health Plantbe then outstanding liquidated
damages or may continue recovering liquidated damages from future payments
to the Health Plan.

f) I SIHfTGK tflFryQa adzoYAaaizy FyR L5112 Lk
set forth above shall not limit the remedies afforded RHW under law and
pursuant to the Contract.

Invoice Reduction The Department and the Health Plan agree to the weighting

plan below, which assigns a defined weight for each contract requirement performed in
the operations phase. The Weighting Pt assign a rating to the requirements
according to the following schedule:
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Weight Importance/Impact

1 Less importance/Low impact
2 Moderate importance/medium impact
3 Critical importance/critical impact

IDHW will assign the following designatidoghe contract requirements performed in the
operations phase and identified in the table below as being subject to invoice reductions:

9 Fixed per day (FPD)

9 Fixed per incident (FPI)
9 Fixed per week (FPW)

1 Fixed per month (FPM)

IDHW will adjust the monthly aount payable to the Health Plan in accordance with the
following methodology and reflect such adjustments on a monthly report to the Health Plan:

Weight Re?jzléiliron Designation Calculation

1 $100 FPD 1 x $100 x Days during the invoice period

2 $100 FPD 2 x $100 x Days during the invoice period

3 $100 FPD 3 x $100 x Days during the invoice period

1 $100 FPI 1 x $100 x number of incidents for the invoice period

2 $100 FPI 2 x $100 x number of incidents for the invoice period

3 $100 FPI 3 x $100 x number of incidents for the invoice period

1 $300 FPW 1 x $300 x number of weeks or partial weeks for the invoice period
2 $300 FPW 2 x $300 x number of weeks or partial weeks for the invoice period
3 $300 FPW 3 x $300 x number of weeks or partial weeks for the invoice period
1 $300 EPM Fl)e);ifjoo x number of months or partial months for the invoice
5 $300 EPM FZ)eTijjOO x number of months or partial months for the invoice
3 $300 EPM iefijjoo x number of months or partial months for the invoice
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limit the remedies afforded to IDHW under law and pursuant to the provisions oR#nsediesection.
IDHW reserves the right to waive invoice reductions, at its discretion, if the Health Plan shows marked
improvement and is actively taking steps to cure the deficiency.

Contract Section Contract Requirement Designation | Weight
Scope oiWorkg Submit a request to IDHW for review and approva
General prior to implementing a material change in FPI 3
Requirements operations.
Scope of Work Have a fultime Administrator/Project Director who
General has clear authority ovehe general administration FPM 2
Requirements and dayto-day business activities of this contract.
Scope of Work, Distribute information prepared by IDHW or the
General Federal government to its Enrollees upon request FPI 1
Requirements the IDHW.
Scope of Work Allow IDHW, CMS, or their representative to enter
General the HealthPlaad LINBYA aSasx 2 NJ
Requirements where duties of this contract are being performed, FPI 3
to inspect, monitor, audit, or otherwise evaluate th
work being performed.
Scope of Work Notify Enrollees of their rights and protections at
General least annually, in a manner appropriate to their FPI 3
Requirements condition and ability to understand.
Scope of Work Ensure all contracts with Providers, entities, or
Contracts with organizations providing services incorporate by
Providers/ Network | reference the applicable terms and conditions of t
Provider contract, specifies the activities and reporting P 2
Subcontracts responsibilities delegated to the Provider, entity, g
organization and provides for revoking delegation
AYLI2aAy3a 2G0KSNJ al yOaaAz
2N 2NBFYATFGA2y Qa LISNF
Scope of Work Submit the Network Proder Subcontract template
Contracts with and any subsequent changes to IDHW for review FPI 3
Providers/ Network | and approval prior to implementation.
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Provider
Subcontracts
Scope of Work, ¢KS ISIHfTGK tflFyQa Ofl A
Claims Management| a minimum of one (1) Provider payment cypkyr EPW 3
System week, on the same day each week, as determineq
the Health Plan and approved in writing by IDHW.
Attachment 11 - TheHealth Plarshall ensure that the Call
Provider Services Center/Help Desk information line is staffed a
Helpline, Enrollee minimum of eight (8) hours per day including durir
Call Center/HelpdesK business hours of 8:00 a.m6:00 p.m.MT, Monday FPD 3
Nurse Advice Line, | through Friday, with the exception of established
and IVR State holidays as describédldaho State Code 73
Requirements 108.
Attachment 11¢ The Health Plan shall provide a Nurse Advice Ling
Provider Services that is staffed by a Registered Nurse (or a healthg
Helpline, Enrollee professional with more advanced qualifications) w
Call Center/Helpdesk is available to respond to Enrollee questions abou EPD 3
Nurse Advice Line, | health or medical concerns and is available twenty
and IVR four (24) hours per day, seven (7) days per week,
Requirements three hundred sixtyfive (365) days per year except]
for IDHW approved scheduled downtime.
Attachment 1. ¢ Ensure the tolfree Provider Services Helpline is
Provider Services staffed a minimum of eight (8) hours per day
Helpline, Enrollee including during business hours of 8:00 a:1$.00
Call Center/Helpdesk p.m. MT, Monday through Friday, with the
. : . . . . FPD 1
Nurse Advice Line, | exception of established State holidays described
and IVR Idaho State Gie 73.1;
Requirements http://legislature.idaho.gov/idstat/Title73/T73CH1
ECT73.08.htm
Scope of Work Only contract withProviders that meet the
Contracts with minimum Medicaid Provider qualifications prior to
Providers/ Network | their inclusion on the Provider Enroliment File FPI 3
Provider and/or before payment of their claim.
Subcontracts
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Scope of Work
Continuity of Care

For aperiod of up to ninety (90) calendar days, or
until the Health Plarcompletes an Individualized
Care Plan, whichever is longer, tHealth Plarshall:

1 Allow Enrollees to maintain their current
Providers;

9 Honor prior authorizations; and

1 Reimburse Providerat a rate no less than
the current Medicaid provider rate.

FPI 3

Scope of Work
Disenrollment

Be responsible for continuing the provision of
Covered Services in the event that a disenrollmen
not effective within the IDHW system as a result o
| SFfGK tfFy SNNBNE dzyi
is successfully processed by IDHW.

FPI 2

Scope of Work Care
Management

ProvideCare Goordination services, which include:

(1) Monitor the provision of Covered Services,
including outcomes

(2) Ensureppropriate referrals and timely twavay
transmission of Enrollee information

(3) Support safe transitions for Enrollees moving
between care settings

(4) Coordinate services with the services the
Enrollee receives from any other Health Plan and
share wih the other Health Plan the identification
and assessment of any Enrollee with special heali
care needs to avoid duplication of services

(5) Coordinate services with the services the
Enrollee receives ireefor-Service FF$Medicaid

(6) Coordinate s&ices with the services the
Enrollee receives from community and social
support providersand

(7) Coordinate transitions for Enrollees that
transition from or to another Health Plan. This
includes timely sharing of information necessary t
ensure asmooth transition of services for the
Enrollee.

FPI 2
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Scope of Work Cost | Ensure that if cost sharing is required for Medicaig
Sharing services, it is only to the extent that cost sharing g
patient liability responsibilities are required for
those services by IDHW in accordance with FPI 3
applicableFederal and State statutes and
regulations including but not limited to IDAPA
16.03.05, 16.03.10, and 16.03.18.
Scope of Work Obtain prior approval of all marketing and Enrolleg
Marketing and communications materials in categories of materig FPI 3
Outreach that IDHW requires to be prospectively reviewed.
Scope of Work The Health Plan shall noffer gifts or material,
Marketing and financial or other incentives to induce potential
Outreach Enrollees to enroll with thélealth Plaror to refer a FPI 3
friend, neighbor, or other person to enroll with the
Health Plan
Scope of Work, TheHealth Plarshall not directly or indirectly
Marketing and conduct doorfto-door, telephone, or other FPI 3
Outreach unsolicited, colecall contacts or marketing activitie
Scope of Work Notify IDHW of significant changes that may affec
Marketing and Provider procedures at Isathirty (30) calendar P
Outreach days prior to notifying its Provid&tetwork of the 2
changes.
Scope of Work DAGS t NPOARSNEB I fSI a
Marketing and advance notice of significant changes that may
Outreach FFFSO0 U KpBcetudR (B.gcRaBgedim FPI 2
subcontractors, claims submission procedures, or
prior authorization policies).
Scope of Work Subm.it all marketing and En.roIIee cgmmunication
Marketing and materials, whether prospectlvely reviewed or nti, EP| >
Outreach the IDHW Contract Monitor.
Scope of Work Develop and distribute Provider education and
Marketing and outreach materials prapproved by IDHW.
Outreach Electronic distribution is acceptable, except that EPM 1
providers must have the option to requesard
copies free of charge. All materials shall be
submitted to IDHW for review at least thirty (30)
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calendar days prior to expected use and distributi
All substantive changes to previously approved
education and outreach materials shall be submitt
to IDHW for review and approval at least thirty (3(
calendar days prior to use.
Scope of Work Develop, print, and distribute IDHW accepted
Marketing and information packets to its network of Providers up FPI 1
Outreach Provider enrollment.
Scope of Work, Prior to implementationthe Health Plan shall offer
Marketing and training to all providers specifically addressing hoy
Outreach to submit a clean claim. Copies of the approved FPW 1
Provider Policy & Procedures Manual must be
available to proiders at that time.
Scope of Work Providethe information specified in taGrievances
Grievances and and AppealsandCritical Incident Resolutiand
Appeals; ancCritical | Tracking Syster8ectiondo all Providers and FPI 3
Incident Resolution | subcontractors.
and Tracking System
Scope of Work Information on how to file a Grievance or Appeal
Grievances and shallbe provided to the Enrollee at enrollment and
Appeals annually thereatfter. FPI 3
Scope of Work Log all appeals and grievances in an 1B&pproved
Grievances and database such that the IDHW may have access tg P 3
Appeals reaktime data regarding grievances and appeals
filed with the Health Plan.
Scope of Work, Respondo Ciritical Incidents within twentjour (24)
Critical Incident hours based on the following criteria:
Resolytlon and 1 Reports of abuse, neglect, or exploitation
Tracking System must be reported immediately to
Adult/Child Protection and to the FPI 3
appropriate law enforcement agency withir
four (4) hours;
1 A report of any other Critical Incident that
may impact the health and/or safety of an
Enrollee must be responded to as
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appropriate to ensure the health and safet
of the Enrollee; and

1 May result in an interim resolution/respons
until a permanent resolution&sponse can
be accomplished.

Scope of Work
Grievances and
Appeals

The Health Plan shall dispose of Grievances for
which there is an immediate health or safety
02y OSNY & SELISRAGAZdz
condition requires.

The Health Plashall dispose of Grievances for
which there is neither an immediate health or safe
issue nor a resolution response/time frame define
in rule or law within thirty (30) days.

The Health Plan shall dispose of Grievances for
which resolution/response timadme are defined in
rule or law, within the time frames specified in rulg
or law.

FPI 2

Scope of Work
Grievances and
Appeals

Resolve each Appeal, and provide notice as
SELISRAGAZ2dzat e +a GKS 9
requires, not exceeding thiellowing timeframes:
Standard Health PlarevelAppeals Thirty (30)

calendar days from the date thdealth Plamreceives
the Appeal.

ExpeditedHealth Plardevel Appeals A maximum of
three (3) business days after thiealth Plan
receives the Appeal.

FPI 3

Scope of Work
Utilization
Management
Program

For A&D Waiver services and PCS Hbalth Plan
shall ensure authorization of at least the level of
service required by th&niform Assessment
Instrument JA).

FPI 3

Scope of Work
Fraud and Abuse

Implement and maintain surveillance and utilizatig
control programs and procedures in accordance W
42 CFR 8§ 456.3, § 456.4, and § 456.23 to safegug
against unnecessary or inappropriate use of servi

and improper payments.

FPW 3
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Scope of Work
Encounter Data

Submit timelyEncounterData submissions:

Weekly submissions of claims finalized for the we
This includes original claim submissions paid or
denied, reversed claims, adjusted clajmsd voided
claims. Pended claims are not required.

Weekly submissions of financial data paid on beh
of Idaho Medicaid participants.

Weekly submissions étovider related data,
including existing data, new additions and change
as specified in the encounter dyoarding manual.

FPI 1

Scope of Work
Encounter Data

Submit a minimum of one (1) batch Bicounter
DFdGF G2 L512Qa RSaAayl
denied claims before 5:00 p.m. MT on Friday of e:
week viaSecure File Transfer Protoc8HTR

FPI 2

Scope of Work
Encounter Data

Before implementation and at least annually, the
Health Plarshall submit an Encounter Data Work
Plan that addresses tHe S |  { &stratefgyt fof Q
monitoring and improvingmncounterData
submission.

FPM 1

Scope of Work
Information Systems

Implement and maintain a Systems Refresh Plan
must be IDHW approved prior to implementation
and annually thereafter.

FPI 2

Scope of Work
Information Systems

Ensure the Systems Help Desk (SHD) is availablg
local and tdi-free telephone servie and enail
during the period of time between 6:00 a.m. to 6:Q
p.m.MT, Monday through Friday. Availability time
are not required for State holidays.

FPD 1

Scope of Work
Information Systems

Ensure the Enrollee website is operational twenty
four (24) hours a day, seven (7) days a week, with
the exception of scheduled maintenance, which ig
permitted only between the hours of 12:00 a.m. af
6:00 a.mMT. Other time periods may be allowable
uponnotification of and approval by IDHW.

FPD 1

Scope of Work
Personnel
Requirements

Notify the IDHW, in writing, when changes in
management and supervisory level staff occur. T
Health Plarshall provide the IDHW with resumes @

FPM 2
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management and supervisptevel staff for review
and within ten (10) business days of any change.
Scope of Work, Develop and maintain written policies and
Project Task Plan an| procedures for each area of the contract for which FPM 2
Service IDHW requests the development of policies and
Implementation procedures, at any time during the contract.
Scope of Work, Submit a Cultural Competen®lan within thirty (30)
Cultural Competency| calendar days of the contract effective date that
outlines clear goals, policies, operational plans, af
management accountability/oversight mechanism FPM 2
to provide culturally and linguistically appropriate
services with specific®@dza 2y bl GA @§
YR 1 AaLI yAOaQ ySSRao
Scope of Work Develop and submit a Nondiscrimination
Cultural Competency] Compliance Plan within thirty (30) calendar days (¢ FPM 2
the contract effective date.
Scope of Work Provide training to staff and employees regarding
Health Insurance HIPAArelated policies, procedures, Enrollee rights
Portability and and penalties prior to the HIPAA implementation FPM 2
Accountability Act deadlines and at least annually thereafter.
(HIPAA) Compliance
Scope of Work Ensure that Enrollee medical records, and any oth
Enrollee Records an( health and enrollment information that contains
Health Information | individually identifiable health information is used
Exchange and disclosed in accordance with thevacy FPI 3
requirements set forth in the HIPAA Privacy Rule
CFR8 160 and 164, A, E) in accordance with 42 Ci
438.224
Scope of Work Provide the findings of all subcontractor
Subcontracts performance monitoring and reviews upon reques P 3
andnotify the IDHW any time a subcontractor is
placed on corrective action.
Scope of Work Maintain service limits that are not more rigorous
Covered Services than they would be under Medicare or Medicaid FPW 3
outside of this contract.
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Scope oiWork¢
Covered Services

Not deny authorization for a Covered Service that
the Enrollee or the Provider demonstrates is
Medically Necessary; provided that the limitation fi
the service has not been reached.

FPI 3

Scope of Work
Second Opinion

Provide fora second2"®) opinion in any situation
where there is a question concerning a diagnosis,
the options for surgery, or other treatment of a
health condition when requested by an Enrollee o
their legal representative.

FPI 2

Scope of Work
Emergency an®ost
Stabilization Care

Cover emergency services without requiring prior
authorization and not limit reimbursement to-in
network Providers in accordance with 42 CFR §
438.114.

FPI 3

Scope of Work
Authorization
Decisions

Make standard authorization @gsions as
SELISRAGAZ2dzate +a GKS 9
requires and no later than fourteen (14) calendar
days after receipt of the request for service, with g
possible extension not to exceed fourteen (14)
additional calendar days. Such extension avilly be
allowed if:

The Enrollee or the Provider requests an extensio
or

TheHealth Plarjustifies to IDHW, upon request,

GKFGY 6m0 ¢KS SEGSy&an?z
and (2) There is a need for additional information
where: (i) There is a reasonable likelihood that

receipt of such information would lead to approval
of the requestjf received; and (ii) Such outstandin
information is reasonably expected to be received
within fourteen (14) calendar days.

FPI 2

Scope of Work
Authorization
Decisions

For expedited service authorization decisions, wh
the Provider indicates or thelealth Plardetermines
that following the standard authorization timefram

O2dz R aSNR2dzafte 2S5S2LJ N

health, or ability to attain, maintain, or regain
maximum function, thédealth Plarshall make a
decision and provide notice as exjigously as the

9y NRBffSSQa KSIfGK O2yR

FPI 3
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than three (3) business days after receipt of the
request for service, with a possible extension not |
exceed fourteen (14) calendar days. Such extens
will only be allowed if:

The Enrdee or the Provider requests an extension
or

TheHealth Planustifies to IDHW upon request,

GKIFIGY o6m0 ¢KS SEGSyaarz
and (2) There is a need for additional information
where: (i) There is a reasonable likelihood that

receipt of such information would lead to approval
of the request, if received; and (ii) Such outstandir
information is reasonably expected to be received
within fourteen (14) calendar days.

Scope of Work Care

Ensure that each Enrollee has assigne®®rimary

FPI 3

Management Care PhysiciatPCPand CareCoordinator

Scope of Work Develop and implement transitional care protocols

Transitional Care and procedures to ensure the Health Pkmrd ICT

Requirements arenotified of the admission of an Enrollee to an EPM 2
inpatient facility and that each Enrollee receives
appropriate and coseffective Medically Necessary|
services upon discharge.

Scope of Work Obtain IDHW approval prior to implemémg any

Incentive Programs | Enrollee incentive programs and before making ai FPI 2
changes to an approved incentive.

Scope of Work Submit the Transition Plan within ninety (90)

Transition Plan calendar days of the contract effective date and a
updated Transition Plaio IDHW within one FPW 2
hundred eighty (180) calendar days prior to the
conclusion of the contract.

Attachment10¢ Have an electronic document management solutid

Information Systems| that includes abilities to scan, index, store, and EPW 5
retrieve documentsised to transact business with
the IDHW.

Attachment10¢ Load daily Enrollee eligibility and enrollment data

Information Systems| within two (2) hours of availability Monday through FPD 2

Friday, 8:00 am to 5:00 pMT, or by 8:00 am the
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followingbusiness day if available after normal
business hours, for use in eligibility verification,
claims processing, and other functions that rely or
Enrollee data

Attachment10-
Information Systems

Ensure all Systems support and maintain complia
with current and future versions of HIPAA
Transaction and Code Set requirements, privacy,
security, and identifier regulations by their
designated compliance dates for electronic health
information data exchange and Privacy and Secul
Rule standards; meetinall required transaction
formats and code sets with the specified data
sharing agreements required under the regulation

FPI 2

Attachment10¢
Information Systems

Ensure the System is available to support process
and other contract functionsinety-nine percent
(99%) of the time for twentyour (24) hours, except
for scheduled maintenance.

FPW 1

Attachment10-
Information Systems

Provide the necessary computer hardware,
software, and any other connectivity equipment
required to establish anthaintain a system with the
capability to securely send and receive data
necessary to support the Contract.

FPM 3

Attachment10¢
Information Systems

Ensure for each Enrollee or Potential Enrollee for
whom the Health Plan submitted an enroliment or
disenrollment record with errors to IDHW, the
Health Plan must correct and resubmit the record
IDHW no later than twentjour (24) hours after
IDHW returrs the record, provided that IDHW
returns the record on a Monday, Tuesday,
Wednesday, or Thursday. If IDHW returns the rec
on a Friday, Saturday, or Sunday, the Health Plan
must correct and resubmit the record to IDHW no
later than 11:59 pnMT on the folowing Monday.

FPI 2

Attachment10¢
Information Systems

Maintain Systems to perform the data receipt,
transmission, integration, management, assessmé
and analytics tasks for the contracted functions.

FPI 2
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10. Termination for Convenienc&he IDHW or the Health Plan may cancel the

Contract at any time, with or without cause, upon emendred eighty (180) calendar

RIFeaQ gNARGGSY y20A0S (2 0KS 20KSNJ LI NI& &Lk
terminate the Contract and provide Enrollee? a SRAOF AR 06SySFAida G KNE
if the Health Plan has failed to carry out the substantive terms of its contracts or meet

applicable requirements in sections 1932, 1903(@md 1905(t) of the Social Security

Act. Prior to terminating the contraclDHW will

a) Give Enrollees timely notice of the termination and information,
consistent with 42 CFR § 438.10, on their options for receiving Medicaid services
following the effective date of termination.

11. Effect of TerminationUpon termination by the IDHW, Health Plan shall:

(a) promptly discontinue all work, unless the termination notice directs
otherwise;

(b) promptly return to the IDHW any property provided by the IDHW pursuant
to the Contract; and,

(c) deliver or othervde make available to the IDHW all data, reports, estimates,
summariesand such other information and materials as may have been accumulated
by Health Plan in performing the Contract, whether completed or in process. Upon
termination by the IDHW, the IDHWay take over the services and may award another
party a contract to complete the services contemplated by the Contract. Upon
termination for cause, the IDHW shall be entitled to reimbursement from Health Plan
for losses incurred as a result of the HedMan's breach.

12. Survival of TermsAny termination, cancellation, or expiration of the Contract
notwithstanding, provisions which are intended to survive and continue shall survive

and continue, including, but not limited to, the provisions of thesec&pd erms and
Conditions, Sections IV (Records and Data), VIl (Federal and State Audit Exceptions), VIII
(Compliance with Certain Laws), the Idaho Medicaid Provider Agreement, and the State
of Idaho General Terms and Conditions, Sections 9 (ContracidReldp) and 12 (Save
Harmless).

MISCELLANEQUS

1. Disposition of PropertyAt the termination of the Contract, Health Plan shall
comply with relevanfederal and3ate laws, rules and regulations and wkaderal
OMBCirculars concerning the dispositi of property purchased wholly or in part with
funds provided under the Contract.

2. Time of PerformanceTime is of the essence with respect to the obligations to
be performed under the Contract; therefore, the parties shall strictly comply with all
times for performance.
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3. HeadingsThe captions and headings contained herein are for convenience and
reference and are not intended to define or limit the scope of any provision of the
Contract.

4. Clean Air Act and Federal Water Pollution Control RotHealth Plan shall
comply with all applicable standards, ordews regulations issued pursuant to the Clean
Air Act (42 U.S.C. § 7401 et seq.) and the Federal Water Pollution Control Act as
amended (33 U.S.C. § 1251 et seq.).

5. Renewal The IDHW reserveke right to extend this contract for additional
periods, not to exceed a total of four (4) years, provided the Health Plan has
demonstrated satisfactory performance in the previous year. Any extension or
amendment of this contract shall be in writinggised by both parties.

6. Status The Health Plan's status under the Contract shall be that of an
independent contractor and not that of an agent or employee of IDHW or the State of
Idaho. The Health Plan shall be responsible for paying all employreleted taxes and
benefits, such abederal and3ate income tax withholdingSocial Security (SS)
contributions,Worker's Compensation and Unemploymentinsurance premiums, health
and life insurance premiums, pension contributipasd similar items. The HehlPlan

shall indemnify the IDHW and hold it harmless from any and all claims for taxes,
including but not limited tdocial Security taxes, penalties, attorneys' feesd costs

that may be made or assessed against the IDHW arising out of the Health Plan's failure
to pay such taxes, fegsr contributions.

7. Indemnification by the Health PlaThe Health Plan shall indemnify, defend

and save harmless the State of hda and the IDHW, its officers, agents, and employees,
from and against all liability, claims, damages, losses, expenses, actions, attorney fees
and suits whatsoever, including injury or death of others or any employee of the Health
Plan or subcontractotaused by or arising out of the Health Plan's negligent or
otherwise wrongful performance, aatr omission under the Contract or the Health
tfyQa FI Af dzNBatd, PedetaRoyiadal statuseAlawKregllafién, or rule.
Nothinginthisprod A 2y &Kl ff SEGSYR GKS 1 SIfGK tflyQ:
beyond the liability of the IDHWrpvided in the Idaho Tort Clasmct Idaho Code-801

et seq., the aggregate of which is limitedfiee hundred thousand dollar$%00,000 by
Idaho Code ®26.

8. Public Record$’ursuant to Idaho Code section-I81 et seq., as amended
during the term of the Contract, information or documents received from the Health
Plan may be open to public inspection and copying unless they are exempt from
disclosure. Té Health Plan shall clearly designate individual documents as "exempt"
and shall indicate the basis for such exemption. The Health Plan shall indemnify and
defend the Idaho IDHW for honoring such a designation. The Health Plan's failure to
designate as exapt any document that is released by the IDHW shall constitute a
complete waiver of any and all claims for damages caused by any such release. If the
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IDHW receives a request for materials claimed exempt by the Health Plan, the Health
Plan shall provide thiegal defense for such claim.

9. LicensesFor the duration of the Contract, the Health Plan shall maintain in
effect, and have in its possession, all licenses requirdeéttgral,Sate and local laws,
rules and regulations, including, but not limitedtasiness and professional licenses.

10. Governing LawThe Contract shall be governed by and construed under the laws
of the State of Idaho. Any action to enforce the provisions of this Contract shall be

brought in StateDistrict Court in Ada County, Bse, Idaho.

11. Officials Not Personally Liabla no event shall any official, office, employee
agent of the State of Idaho or of IDHW be liable or responsible for any representation,
statement, covenant, warrantyr obligation contained in, or madin connection with,

the Contract, express or implied.

12. Nonwaiver of BreachThe failure of the IDHW to require strict performance of
any term or condition of the Contract, or to exercise any option herein, in any one or all
instances shall not be camsed to be a waiver or relinquishment of any such term or
condition. The same shall be and remain in full force and effect unless there is a prior
written waiver by the IDHW.

13. Complete Statement of Term$he Contract constitutes the entire agreement
between the parties hereto and shall supersede all previous proposals, oral or written,
negotiations, representations commitments, and all other communications between the
parties. The Contract may not be released, discharged, changed, extended, modified,
subcontracted or assigned in whole or in part, and no claim for additional services not
specifically provided herein will be allowed by the IDHW, except to the extent provided
by an instrument in writing signed by a duly authorized representative of tHMand

the Health Plan.

14. Severability If any term or provision of the Contract is held by the court to be
illegal or unenforceable, the validity of the remaining terms and provisions shall not be
affected, and the rights and obligations of the partséll be construed and enforced as
if the Contract did not contain the particular term or provision held to be invalid.

15. Priority of Contract Document¥he Contract consists of and precedence is
established by the order of the following documents incorporated into this Contract:

1) This AppendiAto the Medicaid Provider Agreement;
2) The Attachments identified in Section LVIII. of the Scope of Work; and
3) the Idaho Medicaid Provider Agreement.

These documents are complementary and what is required by one shall be binding as if
required by all. In the case of conflict or inconsistearising under the documents, a
higher priority document shall supersede a lower priority document to the extent
necessary to resolve any such conflict or inconsistency. No conflict or inconsistency
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shall be deemed to occur in the event an issue is eskld in one of thabove
mentioneddocumentsbut is not addressed in another of such documents.

General Requirements

A.

IDHW Responsibilitie$he IDHW will:

1. Provide an IDHW Contract Monitor for ongoing contract administration and
contract performancemonitoring.

2. Designate an IDHW Contract Monitor who shall have overall responsibility for

the management of all aspects of this contract and shall be a member of the

AYLX SYSyidlidAazy GSI Yo ¢KS L5112 [/ 2yGNI OG az2y
progres, facilitate issue resolution, coordinate the review of deliverables, and manage

the delivery of IDHW resources to the project, consulting with the Health Plan as

needed. The IDHW Contract Monitor may designate other IDHW staff to assume
designatedporg ya 2F (GKS L5012 /2yGNIOG az2yAid2NRa N
Monitor shall be the central point of communications and any deliverables to the IDHW

shall be delivered to the IDHW Contract Monitor and any communication or approval

from the IDHW sh&be communicated to the Health Plan through the IDHW Contract
az2yAilz2ND {K2dzZ R RA&IFI3INBSYSyida FNRAS 06SiGsS
¢SIFYZ GK2a4S RA&lF3INBSYSyida akKlftft 0SS Saolfl
respective reportig structure. Should those disputes remain unresolved after that

LN OS&dax GKS L512Qa /2yiNYOG az2yAid2N KI&a (K
2T aSRAOFARQA fSIRSNAKALI G2 GKS L512Q& 5ANE
decide the outstandig issue or question.

crN (N

3. Review any required informational materials prior to release including, but not

limited to Enrollee Materials, Provider materials, and Notices.
a) The IDHW Contract Monitor will review draft documents, identify
revisions, and retrn written comments to the Health Plan within agreed upon
timeframes.

4. Determine the initial and ogoing eligibility of a person for services.

5. Determine the maximum Enrollee cost sharing amount, collect applicable

premiums, and will determine thamount of patient liability.

6. In accordance with 42 CFR § 438.60, ensure that no payment is made to a
Provider other than the Health Plan for services available under the contract between
the IDHW and the Health Plan, except when these payments aredpabior inTitle XIX

of the Act, in 42 CFR, or when the IDHW has adjusted the capitation rates paid under
the contract, in accordance with 42 CFR § 438.6(c)(5)(v), to make payments for graduate
medical education.

7. Provide training and assistance on tiHW fair hearing system to the Health
Plan as needed.
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1.

10.

11.

12.

13.

14.

Administer integrated, comprehensive, and seamless health coverage to
Medicare and Medicaid Dual Eligible Enrollees (Enrollees). TddthHran shall

offer the MMCPIn the geographic area approved by CMS and the IDHW.

Ensure all necessary Medicaidd Medicareservices [includingrimary and acute
care,pharmacy, behavioral health, ah@ngTermServices and Supports (LTSS)]
are provided coordinated, and managed.

Ensure services are sufficient in amount, duration, or scope to reasonably be
expected to achieve the purpose for which the services are furnished consistent
with requirements at 42 CFR § 438.210(a)(3)(i) and as amended.

Compy with Medicaid Managed Care availability standards established at 42 CFR
§ 438.206, ensuring the Health Plan and its providers meet State standards for
timely access to care and services, taking into account the urgency of need for
services.

Notifyall F NR f £ SSazX G GKS GAYS 2F SyNRffYSy(>
providers.

Not arbitrarily deny or reduce the amount, duration, or scope of a required
service solely because of diagnosis, type of illness, or condition of the Enrollee. 42
CFR 838.210(a)(3)(ii).

Comply with provisions of 42 CFR § 438.210 on coverage and authorization of
services.

Provide assurances satisfactory to IDHW State showing that its provision against
the risk of insolvency is adequate to ensure that its Medicaid ere®hNell not be
fAF0ofS F2NJGKS ISIfGK tfFryQa RSol0a AF (K
Notify Enrollees of their rights and protections, including their rights to change
providers and disenroll from the Health Plan, at least annually, in a manner
appropiiate to their condition and ability to understand.

Ensure the requirements in Attachment Enrollee Rightsare incorporated into
business operations.

Defend, indemnifyand hold harmless Enrollees, the IDHW or its agents,
employees, or contractors agaihany and all claims, costs, damages, or expenses
OAYy Ot dzZRAY 3 | Gd2NySeqQa F¥SSaov 2F lye GeLlsS
or refusal of the Health Plan to pay a Provider for Covered Services or supplies.
Designate a fulime AdministratorProgram Director who has clear authority

over the general administration and d&y-day business activities of this

contract.

Comply with all provisions of State ahederal laws, rules, regulations, policies,

and guidelines as indicated, amended, or rfied that govern performance of

the contractual obligations. Thiscludes butis not limited to Idaho statutes and
administrative rules which can be accessetiti:.//www.idaho.gov/laws_rules/
Ensuregconsistent with 42 CFR § 438.6(h), 42 CFR § 422808122.210, that
compensation to individuals or entities that conduct Utilization Management
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15.

16.

17.

18.

19.

20.

21.

22.

(UM) activities is not structured to provide incentives for the individual or entity
to deny, limit, or discotinue Medically Necessary Covered Services to any
Enrollee.
Not prohibit, or otherwise restrict, a health care professional acting within the
lawful scope of practice, from advising or advocating on behalf of an Enrollee who
is his or her patientforth® y NP f £ SSQa KSIFfGK aidlddzaz YSR
options, including any alternative treatment that may be selfministered. 42
CFR 8§ 438.102(a)(1)(i)
Not prohibit, or otherwise restrict, a health care professional acting within the
lawful scope of pactice, from advising or advocating on behalf of an Enrollee who
is his or her patient, for any information the Enrollee needs in order to decide
among all relevant treatment options. 42 CFR § 438.102(a)(1)(ii)
Not prohibit, or otherwise restrict, a healtcare professional acting within the
lawful scope of practice, from advising or advocating on behalf of an Enrollee who
is his or her patient, for the risks, benefits, and consequences of treatment or
non-treatment. 42 CFR § 438.102(a)(1)(iii)
Not prohilt, or otherwise restrict, a health care professional acting within the
lawful scope of practice, from advising or advocating on behalf of an Enrollee who
Ad KAa 2NJ KSNJ LI GASYyidxX FT2NJ GKS 9yNRffSSQ
his or her hedh care, including the right to refuse treatment, and to express
preferences about future treatment decisions. 42 CFR § 438.102(a)(1)(iv)
Not be required to provide, reimburse, or provide coverage for a service if the
Health Plan objects to the service ororal or religious grounds. 42 CFR §
438.102(a)(2)
If the Health Plan elects not to provide, reimburse for, or provide coverage of a
service because of an objection on moral or religious grounds, the Health Plan
shall furnish information about the sereis it does not cover:
a) To IDHW whenever it adopts the policy during the term of the contract
and with its application for a Medicaid contract or renewal.
b) To the Potential Enrollee, consistent with the information requirement
provisions of 42 CFR § 438.16fdye and during enroliment; and
c) To Enrollees within ninety (90) calendar days after adopting the policy
with respect to any particular service, or a minimum of thirty (30)
calendar days before the effective date of the policy. 42 CFR §
438.102(b)
Distiibute information prepared by IDHW or tikederal government to its
Enrollees upon request of the IDHW.
Maintain and monitor a network of appropriate Providers supported by written
subcontractor agreements and sufficient to provide adequate access @r€bv
Services to meet the needs of the pogtibn served. 42 CFR § 422.112
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23.

24.

25.

26.

27.

28.

29.

a) These Providers includ®CPsBehavioralHealth Qinicians with a
YFadSNRa RSAINBS:E aLISOAlNtAadGas K2alLhial
health agencies, ambulatory clinics, asttier Providers.

Not employ or contract with, or otherwise pay for any items or services furnished,
directed, or prescribed by a Provider that:

a) Has been excluded from participationfederal health care programs by
the Office of the Inspector Generalthie U.S. Department of Health and
Human Service®©HHSunder either section 1128 or section 1128A of
the Social Security Act;

b) Could be excluded under section 1128(b)(8) of the Social Security Act as
being controlled by a sanctioned individual;

c) Has a sustantial contractual relationship as defined in 42 CFR §
431.55(h)(3) of this chapter, either directly or indirectly, with an
individual convicted of certain crimes as described in section
1128(b)(8)(B) of the Social Security Act; or

d) Has been terminateddm participation under Medicare or another
adlrisSqQa aSRAOIFIAR LINBINYYZ SEOSLI & |
1001.1801 and § 1001.1901.

Submit a request to IDHW for review and approval prior to implementing a
material change to operations. The request shatfitain, at minimum,

information regarding the nature of the change, the rationale for the change, the
proposed effective date, and sample Enrollee and Provider naotification materials.
All material changes to operations shall be communicated to Enroliees o
Providers at least thirty (30) calendar days prior to the effective date of the
change.

Maintainoversight ande responsible for any functions and responsibilities it
delegates to any subcontractor.

WSLIR NI G2 GKS L512Qa /2yiNX Ol az2yAid2Nl Iy
practices that may conflict witRederal or State rules and regulations discovered
during the performance of activities under the contract. Such information may
also need tdoe reported to the Medicaid Fraud Control Unit (MFCU) and the
Medicaid Program Integrity UnjMPIU) as appropriate.

Comply with all requirements for meetings and collaborative workgroups
established by IDHW, including, but not limited to preparatioteradance,
participation, and documentation. IDHW reserves the right to cancel any
regularly scheduled meetings, change the meeting frequency or format, or add
meetings to the schedule as necessary. IDHW may require the participation of
subcontracted enties when determined necessary.

Cooperate fully with any evaluation of the contracted services conducted by
IDHW.

Allow the IDHW, MFCU, the Office of the Comptroller of the Treasury, the Office
of the Inspector General (OIG), DHEIg]the Department oflustice (DOJ), to
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30.

31.

32.

33.

SYidSNI GKS 1SFHEGK tflyQa LINBYAasSazr 2NJ adz
contract are being performed, to inspect, monitor, audit, or otherwise evaluate
the work being performed. The Health Plan and all subcontractors or Providers
shd £ &adzlJJd & AYYSRAFGS | OOSaa G2 Ftt Tl OAf
representatives. All inspections and evaluations will be performed in such a
manner as to minimize disruption of normal business, except under special
circumstances when aft-hours admission shall be allowed. Special
circumstances shall be determined by the IDHW, MFCU, OIG, BhtAS DOJ.
Ensure the Health Plan, its Providers, subcontractors, and other entities receiving
monies originating by or through IDHW maintain bsotecords, documents, and
other evidence pertaining to services rendered, equipment, staff, financial
records, medical records, and the administrative costs and expenses incurred
pursuant to this contract as well as medical information relating to théviddal
Enrollees as required for the purposes of audit, administrative civil and/or
criminal investigations, and/or prosecution.
a) Medical records shall be maintained in their original form unless they are
converted to electronic format and remain readalaled/or legible; and
b) Records other than medical records may be kept in an original paper
state, preserved on micro media, or may be converted to an electronic
format.
Retain records that fully disclose the extent of services provided to Enrollees
under thecontract for a period of five (5) years in accordance with Idaho Code §
56-209(h)(3) and IDAPA § 16.03.09.330 or the time period specifiedd=syral or
State law or regulation, whichever is longer.
Ensure that IDHW, MFCU, the Office of the Comptroll¢nefTreasury, the Office
of the Inspector General (OIG), the Department of Health and Human Services
(DHHS), the Department of Justice (DOJ), and any other duly authorized federal or
State agency has immediate and complete access to any and all cemstiateid
records, which include administrative, financehd medical records relating to
the delivery of items or services for which IDHW monies are expended, including
records maintained by contracted or n@ontracted service Providers, within five
(5) husiness days of a request unless a later date is agreed upon by all parties.
Requested records shall be provided at no expense to the duly authdwzkial
or State agency.
Cooperate with IDHW or any duly authorizestieral or State agency during the
course of any claims processing, finanailoperational examinations, or any
administrative, civil or criminal investigation, hearing, or prosecution. This
cooperation includes, but is not limited to the following:
a) Providing full cooperation and direahd unrestricted access to facilities,
information, and staff; including facilities, information, and staff of any
management company or claims processing subcontractor; and
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b) Maintaining full cooperation and authority for claims processing systems
access ad mailroomvisitsandcooperating fully with detail claims
testing for claims processing system compliance.

4. Cooperate fully with audits IDHW may conduct of medical management, including
internal audits and audits related to clinical processes and outspfrvider
Networks, and any other aspect of the contract IDHW deems appropriate. IDHW
may select any qualified person or organization to conduct the audits.

5. Ensure that procedural safeguards are followed in confidentiality requirements
according to IDRA 16.05.01¢Use and Disclosure of Department Recérds

1", Personnel Requirements

A. The Health Plan shall:

1. Notify IDHW of any person or corporation that Ha® percent %9 or more
ownership or controlling interest in the entity and submit financial statements for all
owners with oveffive percent $%9 ownership.

2. Maintain sufficient staffing capable of fulfilling the requirements of this
contract.
3. Notify the IDHW, imwriting, when changes in management and supervisory level

staff occur. The Health Plan shall provide the IDHW with resumes of management and
supervisory level staff for review and within ten (10) business days of any change.

4, Maintain sufficient fultime clinical and support staff to conduct daily business
in an orderly manner including but not limited to functions and services in the following
areas:

a) Administration

b) Accounting and finange

c) Fraud and abuse

d) UM including prioauthorizations
e) CareCoordination

f) Quality ManagementQMYQuality Improvemen{Ql);

Q) Enrollee education and outreach
h) Appeal system resolutign
i) Enrollee services
i) Provider services
k) Provider relationsand
)] Claims processing dmreporting.
5. Appoint specific staff to an internal audit function(s).

Designate a LTSS Specialist who specializes in issues related to LTSS Providers.
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a) The Health Plan shall make the LTSS ProMelsvork aware of this
person(s) as the singlemt of contact for any question or issue LTSS Providers

may have.
7. Designate a Behavioral Health Clinical Director.
8. Conduct training of staff in all departments to ensure appropriate functioning in

all areas. This training shall be provided to allrstaff and on an ongoing basis for
current staff.

Project Task Plan and Service Implementation

A. The Health Plan shall develop and utilize a comprehensive written Project Task Plan and
Schedule for implementation of the contracted services.
B. The Health RIn shall submit the Project Task Plan and Schedule using a format and

computer program agreed upon by the Contract Monitor, within five (5) business days of the
effective date of the contract and update it on a weekly basis thereafter; identifying adl ek
including all work necessary to complete the preparation for implementation. It must also
identify who is responsible for each task, start and end dates for each task, and include all
critical milestones for implementation, and allow fifteen (15pimess days for IDHW review of
each deliverable. Tasks include but are not limited to the following:

1. All tasks remaining to prepare for implementation that were not verified as
completed and approved during readiness review;

2. Work necessary to comumicate effectively with Enrollees, Providers, and
stakeholders;

3. Creation of marketing materials;

4. Creation of Enrollee Materials that includes all information about being an

Enrollee including:
a) The Enrollee Handboopk
b) An Evidence of Covera@mcument
c) A Summary of Benefits
d) A combined Provider and pharmacy directamd

e) A comprehensive integratetbrmulary thatincludes outpatient
prescriptiondrugscovered under Medicarévledicaid or as Health Plan
covered supplemental beneit

5. Enrollee and Provider Website Development;
6. Performing an Operational Readiness Test; and
7. Creation of an Operational Readiness checklist to be used for the go/no go

decision on implementation.

8. Deliverables identified in the Scope of Work writkhe stated timeframes.
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C. In addition to those items specifically enumerated above, the Health Plan shall develop
plans to ensure the completion of all necessary tasks, explicit or implicit, assigned to the Health
Plan. Such plans shall be made avalablthe IDHW when completed and whenever updated.

D. The Health Plan shall describe:

1. All assumptions or constraints identified in developing the Project Task Plan and
Schedule;

2. Any identified risks to implementation and strategies to overcome those risks;
and

3. How the Health Plan will handle potential and actual problems or delays in

meeting the timeline for identified tasks.

E. ¢CKS 1'SFfTOdK tfFyQad ! RYAYAAUNI 62Nkt N22SOG 5AN
4dz00SaaTtdZ O2 YLX S Ashiltiesadd ovelSdeingiakd moritdrigg®& NB a L2 v

I SIfGK t f Iy @adaydbisls &They2uydertake Rrbjéct activities. The

Administrator/Project Director, or designee, shall also work closely with the IDHW Contract

Monitor and assist in coordinatiig5 | 2 NB & 2 dzZNDS & © ¢KS I SIfTGK tfly
Director, or designee, shall maintain the Work Plan.

F. ¢tKS I1'SIHfEGK tflyQa ! RYAYA&AOGNI G2Nkt Ne2SOG 5AN
staff shall meet with IDHW within ten (10) business days of the contract effatdieeand

provide a written weekly Project Status Report and the updated ProjectAlaskand Schedule

to the IDHW Contract Monitor and other IDHW staff one (1) business day prior to the weekly

project status meeting thereafter. The purpose of the status meeting is for the Health Plan to
communicate actual progress, identify problems,aeenend courses of action, and obtain

approval for making modifications to the Task Plan. The weekly Project Status Meetings and the
weekly written Project Status Report are required from the contract effective date through two

(2) months of full statewid@nplementation, unless otherwise determined by the IDHW

Contract Monitor. The Project Status Report shall identify:

1. Work completed since the last meeting;

2. Work scheduled for the upcoming week;

3. Tasks that are behind schedule;

4, Any information needed fronDHW;

5. Items for discussion or decision;

6. Dependent tasks for tasks behind schedule;

7. LGSYa NBJldZANRY3I GKS L5112 [/ 2yiGaNr Ol az2yAi;:
8. Anticipated staffing changes;

9. Risk assessment with proposed risk mitigation actions to keep implementation

on time; ard
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G.

10. Any issues that can affect schedules for project completion.

The Health Plan shall ensure that any change to the Project Task Plan and Schedule that

results in a significant or milestone date change is identified and communicated to IDHW at the
weekly FPoject Status Meeting along with strategies for addressing any resulting challenges to
the timeline for implementation.

H.

The Health Plan shall:

1. Prepare agendas for all meetings and distribute agendas and relevant materials
at least one (1) business day bef a scheduled meeting;
2. Be responsible for documenting all meetings, including attendees, topics

discussed, action items, and decisions recommended and/or made with fafjow

details. Written summaries of all meetings shall be provided to the IDHW&bntr
Monitor no later than three (3) business days after the date of each meeting;

3. Prepare and submit a comprehensive set of flow diagrams that clearly depict
the agreed upon final work operations, including, but not limited to Enrollee flow,
Health Plan wikflow, expected IDHW workflow, and data flow within twestye (21)
calendar days of the effective date of the contract. These diagrams shall aid in the
understanding of how the Health Plan will perform work and support training. With a
goal to maximizelarity, the Health Plan shall use graphical software that matches what
the IDHW currently uses as its platform;

4. Utilize proven project management processes, including use of an
Issue/Decision Management Log. This ensures issues, requests, and dacesions
recognized, agreed upon, assigned to an owner, monitored, documented, and managed
through resolution. The Issuekcision Management Log will be reviewed at each
Project Status Meeting; and

5. Ensure services are available prior to implementation as destnated during
Readiness Review.

The Health Plan shall demonstrate its readiness and ability to provide Covered Services,

demonstrate that LTSS training, experience, and expertise are incorporated into operations and
management and to resolve any preugly identified operational deficiencies. The Health Plan
shall undergo and pass a readiness review process thaimoke butis not limited tq desk

and onsite review of documents provided by the Health Plan, a sraidugh of the Health

Plan's opertons, system demonstrations, including systems connectivity testing, and interviews
with Health Plan staff. The scope of the review may include any and all requirements of the
contract, as determined by IDHW.

1. The Health Plan shall not enroll Potentadrollees until IDHW has determined
that the Health Plan meets the requirements.
2. Based on the results of the review activities, IDHW will issue a letter of findings

and, if needed, will request a corrective action plan from the Health Plan.
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VI.

VII.

Written Policies and Procedures

A. The Health Plan shall develop and maintain written policies and procedures for each
area of the contract for which IDHW requests the development of policies and procedures, at
any time during the contract. If the IDHW determinbe Health Plan lacks a policy or
procedure required to fulfill the terms of this contract, the Health Plan shall adopt a policy or
procedure as directed by IDHW.

B. The Health Plan shall:

1. Maintain written guidelines for developing, reviewing, and apprg\wa policies

and procedures;

2. Review all policies and procedures at least annually to ensure they reflect

current practice and update them as necessary;

3. Sign and date reviewed policies; and

4, Ensure all medical and quality management polieiesreviewed and approved

o8 (KS ISIHfdK tftlyQa aSRAOFf 5ANBOG2NWD
C. Should the IDHW determine a Health Plan policy requires revision; the Health Plan shall

work with the IDHW to revise the policy within the timeframes specified.

Approval Process

A. IDHW wil specify all deliverables, if they require prior approval, deliverable instructions,
submissionand approval time frames, and will provide the Health Plan with technical
assistance, if required.

B. IDHW must approve deliverables before they are implemeigthe Health Plan.

1. At any time that approval of IDHW is required, such approval shall not be
considered granted unless IDHW issues its approval in writing.

Enrollee / Provider Materials and Notices

A. Enrollee Material Guideline$he Health Plan sHalevelop, print, and distribute
Enrollee materials including, but not limited to Enrollee Handbooks, ProvidePtaarthacy
directories, Enrollee newsletters, identification cards, fact sheets, notices, brochures, form
letters, mass mailings, system genicletters, and any other additional materials and
information provided to Enrollees designed to promote health and/or educate Enrollees,
according to the following requirements:

1. Word all Enrollee materials at a sixth (6th) grade reading level, ulidsa/
requires otherwise.

2. Ensure all written Enrollee materials are clearly legible with a minimum font size
of twelve point (12pt.) with the exception of Enrollee identification cards, and unless
otherwise required in writing by IDHW.

3. Include amssurance of nowliscrimination.
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4.

Include notification that oral interpretation is available for all ABnglish

languages and that written information is available in prevalent languages at no expense
to them and how to access those services. Writtegitenials must include taglines in the
prevalent norEnglish languages in the state explaining the availability of written
translation to understand the information provided and the tote telephone number

27
5.

0 KS | SustbniefSericéUniy” Q &

Translate and make available all written Enrollee materials in Spanish and each

Limited English Proficiency group that constitutes five percent (5%) or more of Enrollees
2N) 2yS (K2dzalyR omZInnny 2NJ Y2NB 9y NRffSSa A
whichever is less.

6.

Include notification that each Provider of services must make oral interpretation

services for all nofEnglish languages and auxiliary aids, includinbeéesTypewriter
(TTY/ Telecommunication Device for the De&iXy and American Sign Langua@esL,)
available free of charge to each Enrollee.

7.

Make all Enrollee materials available in Alternative Formats for Enrollees with

special needs within fortfive (45) calendar days of a request at no expense to the
Enrollee.

8.

a) Alternative Formats may include, but are not limited to: Braille, large
print (printed in a font size no smaller thanghteen (8) point), and audio; and
shall be based on the needs of the individual Enrollee.

Provide written notice to Enrollees of any changes in policies or procedures

described in Enrollee materials prevityisent to Enrollees at least thirty (30) calendar
days before the effective date of the change.

9.
10.

Submit all Enrollee materials for review and approval prior to distribution.

Obtain IDHW written approval, specific to the use requested, before asing

of the following:

a) The Seal of the State of Idaho;

b) The IDHW name;

c) Any other State agency name or logo;

d) CKS 62NR aFNBS¢ dzyf Saa GKS aSNBAOS A
Enrollees have cost sharing or patient liability responsitslitibe service is not

free. Any conditions of payments shall be clearly and conspicuously disclosed in
Ot2aS LINPEAYAGE (2 GKS aFNBS¢ I22R 2NJ &
e) ¢KS dzaS 2F LIKNI&asSa (2 SyO2dz2N»y 3S SyNP
implying that Enrolleesan keep all of their Providers. Enrollee materials shall

not infer that Enrollees may continue to go to their curr@wbvider unlesshat
particular Provider is an inetwork Provider.
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11. Provide the Enrollee with written notice of any action withihe time frames
specified for each type of action consistent with 42 CFR § 438.404.

B. Approval Process for All Enrollee Materidlse Health Plan shall:
1. Submit all Enrollee materials to IDHW on paper and electronic file
media, in the format prescribed BPHW. The Enrollee materials shall be
FOO02YLI yYASR o0& | LIy GKFG RSaONRoSa (K:
the use of the Enrollee materials. Enrollee materials developed by a recognized
entity having no association with the Health Plan, retbto management of
specific types of diseases (e.g., heart, diabetes, asthma, etc.), or general health
improvement shall be submitted for approval. An electronic file for these
materials is not required unless requested by IDHW. Electronic files sedmitt
in any other format than those approved by IDHW will not be processed.
2. Submit an electronic versipauch as Portable Document Format (PDF),
of the final printed product, unless otherwise specified by IDHW, when Enrollee
materials have been approvediriting by IDHW and within thirty (30)
calendar days from the print date. If IDHW requests hard copy original prints,
photocopies may not be submitted as a final product. Upon request, the Health
Plan shall provide additional original prints of the fipeoduct to IDHW.
3. Submit a detailed description of any proposed modification to any
approved Enrollee material for written approval by IDHW. Proposed
modifications shall be submitted in accordance with the formatting
requirements for Enrollee materials.
4, IDHW will review and either approve or deny the Enrollee materials
within fifteen (15) business days from the date of submission. In the event
IDHW does not approve the materials, IDHW may provide written comments
and the Health Plan shall revise and et the Enrollee materials for
approval prior to distribution.
5. IDHW reserves the right to notify the Health Plan to discontinue or
modify Enrollee materials after approval.

C. Distribution of Enrollee Material§he Health Plan shall:
1. Distribute to Enrolles and Potential Enrollees information in accordance with
42 CFR § 438.10 including, but not limited to the following materials:
a) Any information required by CMS;

b) A single identification card for accessing all Covered Services provided
under the contract;
c) An Evidence of Coverage (EOC) document that includes information

about all Statecovered and Plawovered supplemental benefitin addition to
the required Medicare benefits information
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d) An Annual Notice of Change (ANOC) summarizing all major changes to

GKS 1'SIHfTGdK tflyQa O20SNBR o60SySTAdGa FTNRY
in the second contract year, if the contract is extended,;

e) A document that summarizes benefits and contains a concise

description of the important aspects of enrollinginth€ Ht G K t f I yQa t f I
well as the benefits offered under the Health Plan, including premiums, cost

sharing, applicable conditions and limitations, and any other conditions

associated with receipt or use of benefits. The Health Plan shall use a centract
specificSB

f) A combined Provider antharmacy directory that includes all Providers
of Medicare,Medicaid and Supplemental Services.

8} The Provider Directory must include the following information
Fo2dzi SHFOK 2F GKS 1SIHfdK tflyQa ySisg
€)) ThePro @A RSNDa yIYS a Sttt | a | y:
(b) Street address(es);
(©) Telephone number(s);
(d) Web site URL, as appropriate;
(e) Specialty, as appropriate;
() Whether the provider will accept new Enrollees;
(99 ThePNR @A RSNINA& Odz GdzNI £ FyR f Ay 3
includinglanguages (includingS. offered by the provider or a
skilled medical interpreter at theEN2 A RSNRa 2FFA OS> |
the Provider has completed cultural competence training; and.
(h) Whether thePNE GA RSND&a 2FFAOSKTFI OAf A
accommodations for people Witphysical disabilities, including
offices, exam room(sand equipment.
2) The Provider Directory must include the details listed under (1)
for the following provider types:
@) Physicians, including specialists
(b) Hospitals;
(© Pharmacies;
(d) BehavioraHealth Providers; and
(e) LTS%roviders, as appropriate.
3) Information included in a paper version of the Provider
Directory must be updated at least monthly and an electronic Provider
Directory must be updated no later than thirty (30) calendar days after
the Health Planeceives updated provider information.
Q) A comprehensive integrated formulary that includes outpatient
prescription drugs (including both generic and name brand) that are covered
underMedicare,Medicaid,or as Health Planovered supplemental benefits,
and what tier each medication is on;
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h) Notification of Formulary Changes per the requirement at 42 CFR §
MNHODPMHANOOOOPO GKFG GKS ISFHEGK tfly LINRGJ,
noticeregarding Medicare Part D formulary changéso applies to the Health

Plan for outpatient prescription or ovethe-counter drugs or products covered

under Medicaicor as supplemental benefits

i) An Enrollee Handbook that includes the requirements in Attachment 2
Enrollee Handbook

)] Welcome letter;

k) Enrollee Rights and Reslilities document;

)] Proof ofHealth InsuranceCoverage document;

m) An Explanation of the following:
D The charges for which the Potential Enrollee will be liable;
2 ¢KS t2GSydAlf 9yNRfftSSQa | dzii K2 NRT
exchange of necessary information between the Health Plan, IDHW, and

CMS;
B ¢KS NBIdANBYSyGa F2NJ dzaS 2F GKS |
Providers;

4) The potential for financial liability if it is fodrthat the
individual is not entitled to Medicare Part A and Part B, enrolled in
Medicaid at the time coverage begins, and he or she used Plan services
after the effective date; and
(5) The effective date of coverage and how to obtain services prior
to the reeipt of anldentification (D) card (if the Health Plan has not yet
provided the ID card).

n) Other materials as determined by IDHW.

2. Distribute upon request, to any Enrollee who requests it, the following
information:
a) Information regarding the structure armperation of the Health Plan;
b) Description of transactions between the Health Plan and a party of

interest as defined in § 1318(b) of the Public Health Service Act:
D Any sale, exchange, or leasing of any property between the
Health Plan and such a party.
2) Any furnishing for consideration of goods, services (including
management services), or facilities between the Health Plan and such a
party, but not including salaries paid to employees for services provided
in the normal course of their employment.
3) Any lending of money or other extension of credit between the
Health Plan and such a party.

c) Information regardinghysicianincentivePlans including, but not

limited to:
(2) Whether the Health Plan usesPhysicianincentivePan that
affects the use of referraervices;
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2) The type of incentive arrangement; and
3) Whether stoploss protection is provided.

Network Notice Requaments

1. Enrollee NotificationThe Health Plan shall provide written notices to Enrollees
that include all notice content requirements specifiedapplicabldederal and State
statutes and regulations, and all court orders and consent decrees governing notice and
appeal procedures, as they become effective in addition to the Enrollee material
guidelines as follows:

a) Provide written notice to aiknrollee when the Health Plan changes the
9y NRffSSQa t/td ¢KS y20A0S akKlff o685 ;
when possible or as soon as the Health Plan becomes aware of
circumstances necessitating a PCP change.

b) If a PCP ceases to be amitwork Pravider, provide written notice as
soon as possible, but no less than thirty (30) calendar days prior to the
effective date of the termination and no more than fifteen (15) calendar
days after receipt or issuance of the termination notice, to each Enrollee
who has chosen or been assigned to that Provider as their PCP. The
requirement to provide notice thirty (30) calendar days prior to the
effective date of termination will be waived in instances where a
Provider becomes physically unable to care for Enrslthee to iliness,
RAS&as FlLAfa (2 LINPOARS GKANI& o6on0 Ol
Health Plan, moves from the Geographic Service Area and fails to notify
the Health Plan, or fails credentialing; but shall be made immediately
upon the Health Plan m®ming aware of the circumstances.

c) If a Provider who is providing priauthorized ongoing courses of
treatment for Enrollees becomes unavailable to continue to provide
services to Enrollees and the Health Plan is aware of such ongoing
courses of treatmentprovide written notice to each Enrollee as soon as
possible but no less than thirty (30) calendar days prior to the effective
date of the termination and no more than fifteen (15) calendar days
after receipt or issuance of the termination notice. Thguigement to
provide notice thirty (30) calendar days prior to the effective date of
termination will be waived in instances where a Provider becomes
physically unable to care for Enrollees due to iliness, dies, fails to provide
0 KANI & 0o n (edvancetnStigeRad-théJHénlth@BrQmoves from
the Geographic Service Area and fails to notify the Health Plan, or fails
credentialing; but shall be made immediately upon the Health Plan
becoming aware of the circumstances.

d) If a norPCP Provider, includingut not limited to a specialist or
hospital, ceases to be animetwork Provider, provide written notice to
each Enrollee seen and/or treated by the RBEP provider within the
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previous six (6) months. Notice shall be issued no less than thirty (30)
days prior to the effective date of the termination of the n®tCP
Provider when possible or immediately upon the Health Plan becoming
aware of the termination.
e) If aLongTerm Care (LTCProvider ceases to be anmetwork Provider,
the Health Plan shall pvade written notice as soon as possible, but no
less than thirty (30) calendar days prior to the effective date of the
termination and no more than fifteen (15) calendar days after receipt or
issuance of the termination notice, to each Enrollee who hasehor is
authorized to receive TGservices from the Provider. Notices regarding
termination by aNursingFacility shall comply with applicabklederal
and State statutes and regulations. The requirement to provide notice
thirty (30) calendar days prido the effective date of termination will be
waived in instances where a Provider becomes physically unable to care
F2NJ OYNREfSSa RdzS (2 AftfySaas RASa:x
advance notice to the Health Plan, moves from the Geogcaphivice
Area and fails to notify the Health Plan, or fails credentialing; but shall be
made immediately upon the Health Plan becoming aware of the
circumstances.
2. IDHW NotificationThe Health Plan shall provide written notices to IDHW that
include allnotice content requirements specified in applicablrleral and State
statutes and regulations, and all court orders and consent decrees governing notice and
appeal procedures, as they become effective and as follows:
a) When a subcontract that relates to thmovision of services to Enrollees
or claims processing is being terminated between the Health Plan and a
4dz0 O2y GNI OG2NE 3IAAGS G t€SFHad GKANIE@ odon
termination to IDHW. Said notices shall include, at a minimustatement
SELX FAYAYy3 GKS 1SHEGK tflyQa AyaSyd G2
provision of said services; an effective date for termination and/or change; and
any other pertinent information that may be needed to access services. In
addition tothe prior written notice, the Health Plan shall also provide a
transition plan to IDHW within fifteen (15) calendar days, which includes, at a
YAYAYdzYY AYF2NXIGA2y NB3IFNRAY3I KIFyRfAy3
authorization requests during and afterthdéty a A G A2y FyR GKS | SI ¢
method for ensuring continuity of care is maintained for Enrollees.
b) b2GAFTe L5012 Ay gNRGAY3T 2F GKS GSNXYAY
Provider Subcontract with any hospital, whether the termination is initiated by
the hospital or by the Health Plan, no less than thirty (30) calendar days prior to
the effective date of the termination.
c) Notify IDHW of any Provider termination and submit an Excel
ALINBI RAKSSG GKIG AyOfdzRSa GKS t NPJARSNIR:
number, NPInumber (if applicable), and the number of Enrollees affected
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GAGKAY FAODBS oO0p0O o0dzAAySaa RIFea 2F (GKS t NJ
was initiated by the Provider, the notice to IDHW shall include a copy of the

t N2 OA RS NI & thg Realth PIanO Thé Mealth Plan2shall maintain

documentation of all information, including a copy of the actual Enrollee

notice(s) orsite. Upon request, the Health Plan shall provide IDHW a copy of

the following: one (1) or more of the actual Enrollegtices mailed, an

electronic listing in Excel identifying each Enrollee to whom a notice was sent, a
transition plan for the Enrollees affected, and documentation from the Health
tfFyQa YIFIAf NR2Y 2N 2dzidaARS @SyeR2NJ AYRA
notices were mailed as proof of compliance with the Enrollee notification

requirements.

d) Notify IDHW within five (5) business days of the date that the Network

Provider Subcontract was terminated in writing, the terminations of all Network

Provider Subaatracts that cause the Health Plan to be out of compliance with

the Network Adequacy Standards.

e) Notify IDHW of significant changes that may affect Provider procedures

at least thirty (30) calendar days prior to notifying its Providetwork of the

change® ¢KS 1SIFHfOK tfly aKlFff 3IABS t NPOAR
FROIFYyOS y20A0S 2F aA3ayATFAOLIYy(d OKIFy3aSa Gl
(e.g. changes in subcontractors, claims submission procedures, or prior

authorization policies). EhHealth Plan shall post a notice of the changes on its

Provider website to inform both inetwork and outof-network Providers and

make payment policies available to eaftnetwork Providers upon request.

VIIl.  Cultural Competency

A. The Health Plan shall:
1. t F NODAOALI GS Ay L512Qa STFF2NIa (2 LINRBY2G!
competent manner to all Enrollees, including those with limited English proficiency and
diverse cultural and ethnic backgrounds. 42 CFR § 438.206
2. Comply with standards 4, 6, and 7 of the National Standards on Culturally and
Linguistically Appropriate Services (CLAS). The Health Plan shall make available easily
understood patientrelated materials and post signage in the languages of the
commonly encountered groups and/groups represented in the service area.
3. Submit a Cultural Competency Plan within thirty (30) calendar days of the
contract effective date that outlines clear goals, policies, operational plans, and
management accountability/oversight mechanisms to provdidiurally and
linguistically appropriate services with specific focus on Indian and Hispanic needs that
includes the following requirements:
a) Maintain sufficient staff with cultural competency to implement and
oversee compliance with the Cultural Competgiian;
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b) Identify Enrollees whose cultural norms and practices may affect their
access to health care and include its plan to outreach these Enrollees;

C) Recruit and retain qualified, diverse, and culturally competent clinical
staff within the ProvideNetwork and offer single case agreements to culturally
O2YLISGSyd adrTF 2dziaARS 2F Ala ySGg2N)] =
d) Work with Indian and Hispanic Providers to promote the development
of these culturally specialized networks of Providers;

e) Monitor the language services provided to all Enrollees, upon request,
and address gaps or inadequacies found,

f) Respond to Enrollees with limited English proficiency through the use of
bilingual/multicultural staff or language assistance services. Bilinguél/m
cultural staff, at a minimum, shall speak English, Spanish, and any other
language spoken by at least five percent (5%) of the population eligible for
services;

0)] Notify Enrollees that oral interpretation is available for any language,
and that writteninformation is available in prevalent languages at no expense
to them and provide instruction on how to access those services;

h) Ensure every reasonable effort is made to overcome any barrier that
Enrollees may have to receiving services, including anydayggor other
communication barrier; and

i) Ensure network Providers have staff available to communicate with the
Enrollee in his or her spoken language, and/or access to a ghased

translation service so that someone is readily available to communicatly o

with the Enrollee in his or her spoken language free of charge.

IX. Non-discrimination Compliance
A. IDHW will:
1. Investigate and resolve all alleged acts of discrimination committed by the

Health Plan, its employees, and subcontractors.

2. Review the HealthtPl y Q&4 AYAGAIf Ay @SadAdararzya |y
resolutions for the complaints.

IDHW may:

1. Investigate and resolve any complaints concerning alleged acts of discrimination
O2YYAGGSR o0& tNRPOARSNES t NPOARSNRA SYLX 2888
2. Requesii KS | St f {-#8isciminatigh@dmpliate staff assist with

conducting any investigations.

The Health Plan shall:

1. Comply with alFederal andSate statutes and regulations includifgle VI of

the Civil Rights Act of 196difle 1X of the Educ&in Amendments of 1972 (regarding

education programs and activities); the Age Discrimination Act of 1975; the

Rehabilitation Act of 1973; the Americans with Disabilities(ADIAY2 CFR §
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438.6(f)(1), the Omnibus Budget Reconciliation Act of 1981 (R25)9te Church
Amendments (42 U.S.C. 300a Section 245 of the Public Health Service Act (42 U.S.C.
238n), and the Weldon Amendment (Consolidated Appropriations Act 2008, Public Law
110161, Div. G, Sec. 508 (d), 121 Stat. 1844, 2209) regardingigooimination.
2. Develop and submit a Nediscrimination Compliance Plan within thirty (30)
calendar days of the contract effective date that includes the following requirements, at
a minimum:
a) Emphasize nodiscrimination in personnel policies and proceduasst
relates to hiring, promoting, operational policies, contracting processes, and
participation on advisory/planning boards or committees.
b) Ask all staff to provide their race or ethnic origin and sex. Staff response
is voluntary. The Health Plan iopibited from utilizing information obtained
pursuant to such a request as a basis for decisions regarding employment or in
determination of compensation amounts.
c) Make a standard, approved Discrimination Complaint Form available to
Enrollees. The Disgrination Complaint Form shall be provided to Enrollees
upon request, included in the Enrollee Handbook, and available in English and
Spanish.
d) Ensure Enrollees receive assistance with submitting complaints to
IDHW, upon request.
8} Inform employees, Provide, and subcontractors how to assist
Enrollees with obtaining Discrimination Complaint Forms and how to
obtain assistance from the Health Plan with submitting the forms to
IDHW and the Health Plan.
e) Ensure all discrimination complaints against the Heakim Hts
SYL} 28SSasx t NPOARSNES t NPOARSNRAa SYLX 28!
according to the following processes:
D For complaints concerning alleged acts of discrimination
committed by the Health Plan and/or its employees related to the
provision of and/or access to Covered Services:
@) Send complaints to IDHW within two (2) business days
of the complaint;
(b) Assist IDHWuting the investigation and resolution of
complaints and provide requested information to IDHW;
(© Implement the IDHW approved corrective action plan to
resolve the discrimination complaint within the timeframes
designated by IDHW; and
(d) Ensure any documentan or materials related to the
investigation are considered confidential and is not subject to
disclosure to any third party, unless disclosure is otherwise
required by law.
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2) For complaints concerning alleged acts of discrimination
committed by Provide® t NP A RSNEQ SYL}X 2&8SSasx |yl
related to the provision of and/or access to Covered Services:
@) Send complaints reported to the Health Plan to IDHW
within two (2) business days from the date the Health Plan
learns of such complaints;
(b) Begin b document and conduct the initial
investigations of the complaints within five (5) business ddys
receipt of such complaints;
(© Report the determination to IDHW when an initial
investigation has been completed. At a minimum, the report
shall include thedentity of the party filing the complaint; the
O2YLX I AYylyidiQa NBflIGA2YAKAL (2 GKS
circumstances of the complaint; the date the complaint was
FAE{t SRT YR GKS I1SIHtGK tflyQa adza3
(d L5112 gAff NBOASH (eashatiorBl f GK tf
and determine the appropriate resolutions for the complaints;
(e) Implement the IDHW approved corrective action plan to
resolve the discrimination complaint within the teframes
designated by IDHW; and
) Ensure any documentation or materials related¢he
investigation are considered confidential and is not subject to
disclosure to any third party, unless disclosure is otherwise
required by law.
3. Develop and submit a Nediscrimination Compliance Training Plan within thirty
(30) calendar days of theontract effective date that includes, but is not limited to the
following requirements:
a) Written policies and procedures that demonstrate ndiscrimination in
the provision of and/or access to Covered Services to Enrollees, Enrollees with
limited Englib proficiency, and Enrollees requiring communication assistance in
Alternative Formats.
b) Provide nordiscrimination compliance training to all Health Plan staff
within sixty (60) calendar days of the contract effective date and to all new staff
within sixty (60) calendar days of hire.
C) Provide nordiscrimination compliance training to all Providers and
subcontractors providing direct service to Enrollees within ninety (90) calendar
days of the contract effective date and to all new Providers within nir@y (
calendar days of hire.
d) Maintain documented proof of nediscrimination compliance training.

4. Provide Reports on nediscrimination compliance activities as described in the
Reportssection of this contract.
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5. l9ARS o6& L5I12Q4a | LidstEngnatien c@piigtfwtichA 2y 2 F |
may include a corrective action plan and/or require the Health Plan to provide
additional nondiscrimination training on relevant discrimination topics.

X. Health Insurance Portability and Accountability Act (HIPAA) Comglianc

A.

The Health Plan shall:

1. Acknowledge its designation as a covered entity and/or business associate
under the HIPAA regulations and agree to comply with all applicable HIPAA regulations.
2. Inform Enrollees of their privacy rights in the manner specifieder the

regulations.

3. Provide training to staff and employees regarding HHr#\&ted policies,
procedures, Enrollee rights, and penalties prior to the HIPAA implementation deadlines
and at least annually thereafter.

4, Track training of staff and employeasd maintain signed acknowledgements of
dzy RSNARUGI YRAY3 o0& aidlFF YR SyLi2eSS8a 2F (KS
5. Implement and maintain a plan for receiving, creating, accessing, storing, and

transmitting Protected Health Information (PHI) in a mannext s compliant with

HIPAA standards fddectronicData Exchangerrivacy andecurity Requirements (45

CFR § 160, 16and 164) and addresses the following:
a) Ensure that PHI exchanged between the Health Plan and IDHW is used
only for the purposes dfeatment, payment, or health care operations and
health oversight and its related functions. All PHI not transmitted for these
purposes or for purposes allowed under the Federal HIPAA regulations shall be
de-identified by the Health Plan to secure an@pii SO0 G KS 9y NRf f SSQ3
b) Set up appropriate mechanisms to limit use or disclosure of PHI to the
minimum necessary to accomplish the intended purpose of the use or
disclosure.
c) Adopt the appropriate procedures and access safeguards to restrict and
regulateaccess to and use by Health Plan employees and other persons
performing work for the Health Plan to have only minimum necessary access to
PHI and personally identifiable data.
d) Planning, development, testing, and implementation of new operating
rules, new o updated versions of electronic transaction standards, and new or
updated national standard code sets.

e) Concurrent use of multiple versions of electronic transaction standards
and codes sets.

f) Registration and certification of new and existing trading pairs.

Q) Creation, maintenance, and distribution of transaction companion

guides for trading partners.

Pageb4 of 257



h) A staffing plan for Electronic Data Interchange (EDI) help desk to
monitor data exchange activities, coordinate corrective actions for failed
records or traasactions, and support trading partners and business associates.

i) Strategies for maintaining ujp-date knowledge of HIPAA related
mandates with defined or expected future compliance deadlines.
)] Compliance with all applicable HIPAA requirements includimgndt

limited to the following:
(2) Compliance with the Privacy Rule, Security Rule, and
Notification Rule (45 CFR 8§ 164.3&B%); the creation of and adherence
to Privacy and Security Safeguards and Policies;
(2) Timely Reporting of Violations in the Accessg E@nd Disclosure
of PHI;
3) Timely Reporting of Privacy and/or Security Incidents; and
(4) Acknowledgement that failure to comply may result in actual
damages that the IDHW incurs as a result of the breach.
k) Policies and procedures to periodically audit admeesto all HIPAA
regulations, and for which the Health Plan acknowledges and promises to
perform, including but not limited to the following obligations and actions:
8} Agree to ensure that any agent, including a subcontractor, to
whom it provides PHI that veecreated, received, maintained, or
transmitted on behalf of IDHW agrees to use reasonable and
appropriate safeguards to protect the PHI; and
(2) Return or destroy all confidential information upon termination
of the contract and certify on oath, in writinthat such return or
destruction has been completed. The Health Plan shall identify any PHI
that cannot feasibly be returned or destroyed and upon agreement by
the IDHW, shall extend the protections of this contract to such
confidential information and lim further uses and disclosures of such
confidential information to those purposes that make the return or
destruction infeasible, for so long as the Health Plan maintains such
confidential information.

6. Obtain and submit ¢hird-party certification of their HIPAA transaction
compliance no less than ninety (90) calendar days before the start date of operations.
7. Track all security incidents as defined by HIPAA, and as required by the HIPAA

Report. The Health Plan shall report in sumyrfashion such security incidents as
defined in theReportssection of this contract.

XI. Enrollee Records and Health Information Exchange

A. The Health Plan shall:
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1. Develop and maintain written policies and procedures for maintaining the
confidentiality of almedical records and other pertinent information including, but not
limited to health and enrollment information.

2. Ensure that Enrollee medical records, and any other health and enroliment
information that contains individually identifiable health inforneat, both hard copy

and computerized, is used and disclosed in accordance with the privacy requirements
set forth in the HIPAA Privacy Rule (45 CFR § 160 and 164, A, E) in accordance with 42
CFR § 438.224.

3. Comply with all applicableederal and State states and regulations regarding
privacy and confidentiality requirements.
4. Maintain medical records in a manner that is current, detailed, and organized,

and that permits effective and confidential patient care and quality review,
administrative, ciliand/or criminal investigations and/or prosecutions.

5. Require innetwork Providers and subcontractors to maintain medical records in
a manner that is current, detailednd organized, and which permits effective and
confidential patient care and quality revieagministrative, civil and/or criminal
investigations, and/or prosecutions.

6. Have medical record keeping policies and procedures that are consistent with
42 CFR § 456 and current NCQA standards for medical record documentation and
distribute these policiesat sites where Covered Services are rendered. At a minimum,
the policies and procedures shall address:

a) Confidentiality of medical records;
b) Medical record documentation standards; and
c) The medical record keeping system and standards for the availability of

medical records. At a minimum the following shall apply:
(2) As applicable, medical records shall be maintained or available
at the site where Covered Services are rendered;
2) In the event an EnrolleBrovider relationship with a PCP ends
and the Enrollee requés that medical records be sent to a new PCP,
the Health Plan shall ensure the original PCP does not charge the
Enrollee or the new PCP for providing the medical records;
3) Performance goals to assess the quality of medical record

keeping; and

(4) Respect the pvacy of Enrollees.
d) Complying with alFederal and State legal requirements as they pertain
to confidentiality and privacy of Enrollee records, including without limitation
HIPAA,
e) Sharing information as requested by Enrollees in writing and/or
electronically;
f) Ensuring effective linkages of clinical and management information

systems among all Providers in the Provider Network (e.g., acute, specialty,
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Behavioral Health, and LTSS Providers), leveraging national stathdaets
statewide Health InformatioExchange where applicable;
9) Maintaining a communication network that facilitates Care
Coordination, including use by theterdisciplinary Care Team (I®Th single
electronic medical record to manage communication and information flow
regarding referrés, transitions, and serviceelivered outside the Medical
Home
h) Ensuring that the PCP can access the electronic medical record and
make entries describing the services provided, diagnoses determined,
medications prescribed, and treatment plans developed;
i) Maintaining a single, comprehensive, centralized Enrollee Record that
R20dzySyia GKS 9yNRffSSQa YSRAOIf X 0SKI @,
that contains the following:
(1) 9yNRffSSaQ ARSYy(GAFeAy3a YR RSY23AN
race,ethnicity, disability type, primary language, and homelessness) and
family/caregiver contact information;
(2) Documentation of each service provided, including the date of
service, the name of both the referring Provider and the servicing
Provider (if differet), and their contact information;
3) Documentation of physical access and programmatic access
needs of the Enrollees, as well as needs for accessible medical
equipment;
(4) Documentation of communication access needs, including live
interpreting services, accesstelephone devices and advanced
technologies that are hearing aid compatible, and video relay service or
point-to-point video for Enrollees who are deaf or hard of hearing;
(5) Documentation of multidisciplinary assessments, including
diagnoses, prognosegassessmentdCPsBehavioralHealth treatment
plan, and treatment and progress notes signed and dated by the
appropriate Provider;
(6) Laboratory and radiology reports;
(7) Prescribed medications, including dosages and any known drug
contraindications;
(8 Update2y G(KS 9yNRttSSQa Aygd2t @dSYSyi
community agencies that are not part of the Provider Network,
including any services provided;
9) Documentation of contacts with family members and persons
giving informal support, if any;
(10) Physician orders;
(11) B/NRffSSQa AYRAGARAZ f F ROIFYOS RANJ
recorded and maintained in a prominent place;
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(12) Plan for Emergency Medical Conditions and Urgent Care,
including identifying information about any emergency contact persons;
(13) BehavioraHealth criss plans, if appropriate; and

(14) Allergies and special dietary needs.

XII. Subcontracts

A. The Health Plan shall:
1. Maintainoversight ande responsible for any functions and responsibilities it
delegates to any subcontractor in accordance with 42 CFR § 438.230.
2. Support all subcontracts by a written agreement that meets the requirements of
42 CFR 88 434.6 and 438.214(c). The written agreement must
a) Incorporate by reference the applicable terms and conditions of this
contract, and specify that the subcontractor agseto perform the delegated
activities and reporting responsibilities in accordance with the terms and
conditions of this contract;
b) Specify the activities or obligations, and related reporting
responsibilities, that are delegated to the subcontractor;
C) Provide for revoking delegation or imposing other sanctions if the
4dz0 O2y G NI Oli2NN& LISNF2NXI YOS Aa Ayl RS dz |
d) Specify that the subcontractor agrees to comply with all applicable
Medicaid laws and regulations, including applicable subregulatory guidance and
contract provisions;
e) Specify that the subcontractor must make available, for the purposes of
an audit, evaluation, or inspection, its premises, physical facilities, equipment,
books, records, contracts, computers, or other electronic systems relating to it
Enrollees at no cost to the requesting agency; and
f) Indicate that the IDHW, MFCU, CMi5{Snspector General, the
Comptroller General, or their designees have the right to immediately audit,
evaluate, and inspect any books, records, contracts, computer or other
St SOGNRYAO aeadSya 2F GKS adzoO02y G NF Od 2 NJ
that pertain to any aspect of services and activities performed, or determination
of amounts payable under this contract.
(2) The right to audit will exist through ten (10) years from the final
date of the contract period or from the date of completion of any audi
whichever is later
(2) If the IDHW, MFCU, CMS, or the HHS Inspector General
determines that there is a reasonable possibility of fraud or similar risk,
the IDHW, CMS, or HHS Inspector General may inspect, evaluate, and
audit the subcontractor at any time.
3. Develop and maintain policies and procedures to audit and monitor
4dz0 O2y GNY Oli2NBQ RIGFET RIFEGF adomyYAdaarzysz |yR
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mechanisms to monitor performance and compliance with contract requirements on an
ongoing basis with formal reaws at least quarterly
a) The Health Plan must have in place a process to conduct unannounced
on-site visits to obtain records from subcontractors when the Health Plan
receives allegations of fraud, waste, or abuse that would be difficult to validate
via wiitten requests.
4, Provide the findings of all subcontractor performance monitoring and reviews
upon request and notify the IDHW any time a subcontractor is placed on corrective
action. If deficiencies or areas requiring improvement are identified, thétiHPéan
and subcontractor shall take corrective action. IDHW will establish and provide any
reporting requirements for incorporating subcontractor performance into reports
submitted to IDHW.

5. Ensure that all subcontractors with access to PHI sign a lassassociate
agreement that requires compliance with HIPAA.
6. Not make payment to any agency providing home health services unless the

agency provides the Health Plan, on a continuing basis, a surety bond in a form specified

under the Social Security Act 86l1(0) and in an amount that is not less tHdty
thousand dollars%50,00Q or such comparable surety bond as indicated in the Social
Security Act § 1903(i)(18).

XIl.  Contracts with Providers / Network Provider Subcontracts
A. IDHW will;
1. Not require theHealth Plan to contract with Providers beyond the number

necessary to meet the needs of its Enrollees and the access standards of this contract;
and

2. Not preclude the Health Plan from establishing measures which are consistent
with its responsibilities toitollees that are designed to maintain quality of services and
control costs.

3. Not preclude the Health Plan from using different reimbursement amounts for
different specialties or for different practitioners of the same specialty.

The Health Plan shall

1. Provide Covered Services via direct Network Provider Subcontracts or by
entering into a subcontract(s) with entities or organizations to provide Covered Services
to Enrollees.

2. Ensure all contracts with Providers, entities, or organizations providing sgrvice
incorporate by reference the applicable terms and conditions of this contract, specifies
the activities and reporting responsibilities delegated to the Provider, entity, or
organizationand provides for revoking delegation or imposing other sanctioime if

t NEOARSNRAS SyidArdeéeQazr 2N 2NABFYATFGA2Yy Q&
3. Organize records, billing, and payment systems such that each Provider has a
unique identifier for billing and payment purposes.
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4, Implement and maintain written policies and procedsifer the selection and
retention of Providers that include the following requirements:
a) Not discriminate against particular Providers that serve high risk
populations or specialize in conditions that require costly treatment per 42 CFR
§ 438.214(c);
b) Not discriminate for the participation, reimbursement, or
indemnification of any Provider who is acting within the scope of his or her
license or certification under applicable state law, solely on the basis of that
f AOSyasS 2NJ OSNI A T ability to dretightal ProgideS asiw8lll G Kt |
as maintain a separate network and not include any willing Provider is not
considered discrimination per 42 CFR § 438.12;

c) Give affected Providers written notice if the Health Plan declines to
include individual or groups of Providers in its network;
d) Maintain all Provider contracts in accordance with the provisions

specified in 42 CFR § 438.12 and 42 CFR § 438.214 withtresfrerselection

and retention ofProviders, credentialing and reredentialing requirements, and
nondiscrimination.

e) Not discriminate against Providers and entities in accordance with the

federal prohibition against discrimination as provided for untther collective
GCSRSNIt KSIfidK OFNB LINRPOARSNI O2yaOASyO!
individually as the Church Amendments, 42 U.S.C. §308eaction 245 of the

Public Health Service Act, 42 U.S.C. § 238n, and the Weldon Amendment,

Consolidated Apprariations Act, 2010, Public Law 17, Div. D, Sec. 508(d),

123 Stat. 3034, 32780;

f) Provide all necessary training and information to Providers to ensure
satisfaction of all Health Plan responsibilities as specified in the contract; and
Q) Not execute twork Provider Subcontracts that contain compensation

terms that discourage Providers from serving any specific eligibility category or
population covered by this contract.
5. Offer training to assidEFroviders in the transition to the managed care
program, including developing the proper administrative capabilities in information
technology, billing, systems operations, and tracking enrollment and disenroliment to
effectively operate within a managed care environment.
6. Establish written agreements witdl inrnetwork Providers in accordance with
42 CFR § 438.206 and the requirements in AttachmerMNe&work Provider
Subcontracts
a) Providers of LTSS must be Medieaidiolled Providers in good standing.
b) For all other Provider categories, the HealtarPinay contract with
non-Medicaid Providers if they meet the minimum Medicaid Provider
gualifications.
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D Providers must meet the minimum Medicaid Provider
qualifications prior to their inclusion on the Provider Enrollment File
and/or before payment of theiclaim.
11. Submit the Network Provider Subcontract template and any subsequent
changes to IDHW for review and approval prior to implementation.
12. Comply with the requirements set forth in 42 CFR 8§ 434.6, General
Requirements, for all contracts and subcontra.c
13. ' GAfATS GKS L5112 LINEQOARSNMERaEdSE YIRS
Management Information SysterMMIS) Contractor, to verify Medicaid provider status
and reconciléProvider type and specialty.

XIV. Credentialing and Other Certification

A.

Provider Credetialing The Health Plan shall:

1. Adhere to managed care standards at 42 €8R8214 and 42 CF&r422.204

and shall be accredited or working toward accreditation byN@QA andhall comply

with procedural requirements for standards for credentialing and recredentialing of
licensed independent Providers and Provider groups with whom they contract, employ,
who fall within their scope of authority and action, or with whom they dawn

independent relationship.

2. Inform the IDHW if and when it is accredited by a private independent
accreditation entity, and authorize the private independent accrediting entity to provide
the IDHW with a copy of its most recent accreditation reviewiuiding:

a) Accreditation status, survey type, and level (as applicable)
b) Accreditation results, including recommended actions or improvements,
corrective action plans, and summaries of findiraysd
c) Expiration date of the accreditation.
3. Have a designhatecredentialing committee to oversee the credentialing
process.
4. Disclose information identified in 42 CER55.105 within the same time frame
set forth in that regulation.
5. Completely process credentialing applications from all types of Providers

(physicahealth, behavioral healtrand longterm care Providers) within one hundred
twenty (120) calendar days of receipt of a completed credentialing application, including
all necessary documentation and attachments, and a signed Provider contract. This
includes review, approval, and loading approved applicants to its Provider files in its
claims processing system or denying the application and ensuring the Provider is not
used under the contract.

6. Ensure that no credentialed Provider engages in any practiteredpect to any
Enrollee that constitutes unlawful discrimination under any applicébtieral and State
statutes and regulations including, but not limited to practices that violate the

provisions of 45 CFR § Part 80, 45 CFR § Part 84, and 45 CF¥ 8Nraity IDHW
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when a Provider fails credentialing oreceedentialing, no longer meets Provider

standards, or if the ability of a Provider to provide services is limited because of a

program integrity reason within thirty (30) calendar days of the degndimitation. The

Health Plan shall provide related and relevant information to IDHW as required by IDHW

or Federal or State statute and regulations.

7. Terminate, suspend, or deny enrollment to a Provider from its network as

appropriate. Notify IDHW of imediately if a Provider is terminated or suspended from

GKS ISFHfOK tfryQa tflys LRIK2 aSRAOIFARZI aSF
is the subject of a State or Federal licensing action or for any other indepeactént.

Such Providers are hauthorized to continue providing services under this contract.

The Health Plan shall deny payment to such Providers for any services provided after

being terminated or suspended.

8. Implement and maintain written policies and procedures related to Provider

credentialing and reredentialing that include standards of conduct that articulate the

I SIFfTGK tfFyQa dzyRSNEGFEYRAY3I 2F G4KS NBI dzAi NBY
compliance with all applicableederal and State statutes and regulations retato

Provider credentialing. The policies and procedures shall be submitted to IDHW for

review and approval prior to implementation of this contract, annually thereafter, and if
amended. The policies and procedures shall include:

a) A training plan designei educate staff in the credentialing and-re
credentialing requirements;

b) Provisions for monitoring and auditing compliance with credentialing
standards;

c) Provisions for prompt response and corrective action when-non
compliance with credentialing standardsdetected;

d) A description of the types of Providers that are credentialed;

e) Methods of verifying credentialing assertions, including any evidence of
prior Provider sanctions;

f) Prohibition against employment or contracting with Providers excluded
from partidpation in federal health care programs; and

Q) Methods for certifying that each Provider license is current with the

appropriate Idaho licensing bureau using the license and certification
requirements for each individual Provider type.
9. Demonstrate that i Providers are credentialed as provided in this contract
within thirty (30) calendar days prior to implementation.
Clinical Laboratory Improvement Amendments (CLIA) of 1988
1. The Health Plan shall comply with the provisions of CLIA 1988 and ensure all
laboratory testing sites providing services under this contract have a CLIA identification
number and a current CLIA certificate of waiver or certificate of registration.
a) Laboratories with CLIA certificates of waiver shall provide only the types
of testspermitted under the terms of their waiver.
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b) Laboratories with CLIA certificates of registration may perform a full
range of laboratory tests.

XV. Covered Services

A. The Health Plan shall:
1. Provide a benefit package that includes the comprehensive set of €bver
Services in the amount, duration, and scope available under the Medicaid State Plan and
the Medicaid waiver programs that is no less than the amount, duration, and scope for
the same services furnished to beneficiaries underfteeservice Medicaid, wibh are
defined in Attachment 4 Plan Benefit PackageCovered Services are subject to change
during the contract. IDHW will communicate information regarding potential changes
to Covered Services in advance of any changes.
2. Provide for the full range of Covered Services.
3. Offer at least the same level of Medically Necessary services in the amount,
duration, and scope an Enrollee has access to under the Medicaid State Plan or 1915(c)
A&DWaiver for all Covered Services, including organ transplants that is no less than the
amount, duration, and scope for the same services furnished to beneficiaries BR&er
Medicaid.
4, Allow Enrollees to file Grievances or Appeals regarding their senlidhe
Health Plan rules against the Enrollee, ensure the Enrollee that they may appeal the
' OGA2Y GKNRBAAK GKS {dFGS FIFANI KSIENAY3I LINROS

process.
5. Cover inpatient hospital care, inpatieBehavioralHealth care and nursing
facility services only under the following circumstances:
a) Inpatient hospital care after the Enrollee exhausts the Medicare benefit
limit per eligibility period or the Medicare lifetime reserve of days;
b) InpatientBehavioralHealth care in a psghiatric or acute care hospital
after the Enrollee exhausts the Medicare benefit limit; or
c) Nursing facility services when there is no Medicare benefit.
6. Pay hospice agencies a per diem amount for room and board of hospice

residents in a certified nursirfgcility receiving routine or continuous care services,
consistent with IDAPA 8§ 16.03.10.459.08 and applicable hospice rules in IDAPA §
16.03.10.45460.

7. Provide for abortions only under the following situations:
a) If the pregnancy is the result of an adtrape or incest, or
b) In the case where a woman suffers from a physical disorder, physical

injury, or physical illness; including a{#adangering physical condition caused
by or arising from the pregnancy itself that would, as certified by a physician,
place the woman in danger of death unless an abortion is performed.

c) No other abortions, regardless of funding, shall be provided as a benefit
under the contract.
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8. Not provide services which violate the Assisted Suicide Funding Restriction Act
of 1997.

XVI.  Medical Necessity

A. The Health Plan shall:
1. Authorize, arrange, coordinate, and provide to Enrollees all Medically Necessary
Covered Services as specified in @mvered Servic&ection, in accordance with the
requirements of this contract.
2. Furnish Covered Séces in an amount, duration, or scope reasonably expected
to achieve the purpose for which the services are furnished. The Health Plan may place
appropriate limits on a service on the basis of Medical Necessity criteria for the purpose
of utilization cortrol, provided that
a) The services furnished can reasornyathieve their purpose
b) The services supporting individuals with ongoing or chronic conditions
or who require longerm services and supports are authorized in a manner that
NBTfSOGA dngdng SegdNd® suéh SeBviees and suppatsl
c) Family planning services are provided in a manner that protects and
SylFrotSa GKS 9yNRffSSQa FTNBSR2Y (2 OK22a:
used consistent with 42 CFR 8 441.20.

3. Cover, at minimum, alldnefits and services Medically Necessary as described in
the Plan Benefit Package including, but not limited to those services that:

a) Prevent, diagnose, or treat health impairments;

b) Allow Enrollees to attain, maintain, or regain functional capacity; or

C) Allow Enrollees receiving losigrm services and supports to have

access to the benefits of community living, to achieve persemtered goals,

and live and work in the setting of their choice.
4. Maintain service limits that are not more rigorous than theyuhld be under
Medicare or Medicaid outside of this contract.
5. Make the criteria for Medical Necessity determinations for all Covered Services
available to any contracting Provider and current or Potential Enrollee upon request.
6. Not deny authorization foa Covered Service that the Enrollee or the Provider
demonstrates is Medically Necessary; provided that the limitation for the service has
not been reached.
7. Not employ utilization control guidelines, whether explicit or de facto, unless
supported by a detanination of Medical Necessity based upon the needs of the
Enrollee.
8. Not employ quantitative coverage limits, whether explicit or de facto, that are
more restrictive than Medicaid coverage limits.
9. Establish procedures and Medical Necessity Guidelorethé determination of
Medical Necessity of Covered Services. The determination of Medical Necessity shall be
made on a case by case basis. The procedures and guidelines shall, at a minimum:
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XVIL.

XVIII.

a) Be developed with input from practicing physicians and psydsis,
when appropriate;

b) Be developed in accordance with standards adopted by national
accreditation organizations;

c) Be developed in accordance with the definition of Medical Necessity in
Attachment5 - Contract Definitions

d) Be updated at least annually as new treatments, applications, and
technologies are adopted as generally accepted professional medical practice;
e) Be evidencéased, if practicable;

f) Be applied in a manner that considers the individual health care needs
of the Enrollee

0)] Be consistent wih Medicare standards for acute services and

prescription drugs and Medicaid standards for LTSS, as applicable

Second Opinion

A. The Health Plan shall provide for a second opinion in any situation where there is a
guestion concerning a diagnosis, the @pis for surgery, or other treatment of a health

condition when requested by an Enrollee or their legal representative. The sé28ndpinion
shall be provided by an-network licensed, qualified professional, or the Health Plan may
arrange for the ality of the enrollee to obtain one outside of the network. The second opinion
shall be provided at no cost to the Enrollee. 42 CFR § 438.206

Emergency and Post Stabilization Care

A. The Health Plan shall
1. Provide coverage and payment of emergency servickepst stabilization care
services, consistent with 42 CER22.113 and8438.114
2. Cover emergency services without requiring prior authorization and not limit
reimbursement to imnetwork Providers in accordance with 42 G<R38.114.
3. Cover the medical screening examination, as defined by the Emergency Medical
Treatment and Active Labor Act (EMTALA) regulations at 48 €FR24, provided to
an Enrollee who presents to an emergency department with an emergency medical
condition.
4. NotRSy& | OflAY FT2NJ SYSNASyOe aONBSyaAay3
condition, which appeared to be an emergency medical conditizater the prudent
layperson standard, turned out to be nemergency in nature, including cases in which
the absence oimmediate medical attention would not have had the outcomes
specified in 42 CFER438.114(a). If an emergency screening examination leads to a
clinical determination by the examining Provider that an actual emergency medical
condition does not exist, thetine determining factor for payment liability will be
whether the Enrollee had acute symptoms of sufficient severity at the time of
presentation. In such cases, the Health Plan shall review the presenting symptoms of the
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Enrollee and shall pay for all sex$ involved in the screening examination where the
presenting symptoms (including severe pain) were of sufficient severity to have
warranted emergency attention under the prudent layperson standard regardless of
final diagnosis.

5. Not deny payment for treahent obtained under either of the following
circumstances:
a) The Enrollee has an emergency medical condition, defined as a medical

condition manifesting itself by acute symptoms of sufficient severity (including
server pain) such that a prudent laypersonthnan average knowledge of

health and medicine, could reasonably expect the absence of immediate
medical attention to result in serious jeopardy to the health of the individual, or
in the case of a pregnhant woman, the health of the woman or her unbord;chil
serious impairment to bodily functions; or serious dysfunction of any bodily
organ or part; or

b) A representative of the Health Plan instructs the Enrollee to seek
emergency services.

6. Not limit what constitutes an emergency medical condition on the bafdists

of diagnoses or symptoms.

7. Not refuse to cover emergency services based on the emergency room Provider,

K2aLIAdGlrt>x 2N FAaO0FE |3ISyd y2G6 y2aAFeAy3
{GFGS Syaade 2F GKS 9 yiwdih erBXxalendaddays 6fy A y 3
presentation for emergency servicdd2 CFR 438.114)

8. Reimburse Providers for the screening examination and facility fee for the
screening examination. The Health Plan is not required to reimburse Providers for non
emergency services rendered in an emergency room for treatment of conditions that do
not meet the prudent layperson standard. The Health Plan shall not deny or pay less
than the allowed amount for the Current Procedural Terminology (CPT) code on the
claim without a medical record review to determine if the prudent layperson standard
was met. The prudent layperson review shall be conducted by the Health Plan staff who
do not have training in a medical, nursing, or social wethted field. If the medical
reviewdetermines the service was not an emergency, at minimum, the Health Plan shall
reimburse for the physician screening charge (CPT Code @®8&rgency

Department Visit; Level 1 Screening Fee) and facility charges (Revenue Code 451
EMTALA emergency mediscreening service) billed on a-08

9. Ensure the following mechanisms are in place to manage emergency room
utilization and to facilitate appropriate reimbursement of emergency room services:
a) Methods for irnetwork Providers or Health Plan representasvo

respond to all emergency room Providers within one (1) hour, twéoty (24)

hours a day, seven (7) days a week;

b) aStiK2Ra (G2 GNIX Ol (GKS y20AFAOFGAZ2Y
presentation for emergency services; and
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c) Methods to alert ICT mendnss of Emergency Department use or

impatient admissions.
10. Not hold an Enrollee who has an emergency medical condition liable for
payment of subsequent screening needed to diagnose the specific condition or stabilize
the patient. The attending emergency plgian or Provider treating the Enrollee shall
determine if the Enrollee is sufficiently stabilized for transfer or discharge and this
determination is binging on the Health Plan.
11. Provide coverage for inpatient and outpatient emergency services, furnished b
a qualified Provide regardless of whether the Enrollee obtains the services from-an in
network or outof-network Provider, that are needed to evaluate or stabilize an
emergency medical condition that is found to exist using the prudent layperson
standad without prior authorization. (42 CFR438.114)
12. Pay for any emergency screening examination services conducted to determine
whether an emergency medical condition exists and for all emergency services that are
Medically Necessary until the Enrolleetahslized.
13. Pay for both the services involved in the screening examination and the services
required to stabilize the Enrollee in an emergency screening examination leads to a
clinical determination by the examining Provider that an actual emergency niedica
condition exists.
14. Pay for all emergency services which are Medically Necessary until the clinical
emergency is stabilized. This includes all medicaBathdvioralHealth services that
may be necessary to ensure, within reasonable medical probabilay nih material
RSGUSNAZ2NI GA2Yy 2F (GKS 9yNRffSSQa O2yRAGAZY A
discharge of the Enrollee or transfer of the Enrollee to another facility.
15. Provide and pay for posttabilization care services in accordance with 42 £FR
422.113(c), as appropriate. The Health Plan must limit changes fafawgtwork post
stabilization care services to an amount no greater than what the Plan would charge the
Enrollee if he or she had obtained the services through the Health Plan. Post
stabilization care services obtained within or outside the network that are not pre
approved by a plan provider or other entity representative, but administered to
YEAYOGFAYS AYLNRGSS 2N NBaz2tgdS GKS 9y NRffSSC
Healh Plan if the following conditions are met:

a) The Health Plan does not respond to a request forapproval within

one (1) hour

b) The Health Plan cannot be contacted

c) The Health Plan representative and the treating physician cannot reach

anagreementcof8 Ny Ay 3 G(GKS 9yNRffSSQa OFNB IyR |

available for consultation. In this situation, the Health Plan must give the

treating physician the opportunity to consult with a plan physician and the

treating physician may continue with care of tpatient until a plan physician is

reached or one of the criteria of 42 C§R22.133(c)(3) is met.
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16. Not be required to pay for posttabilization care services that have not been
pre-approved when the following conditions are met:

a) A Health Plan physicianitv privileges at the treating hospital assumes
NBalLl2yaAroAfAde F2N G4KS 9yNRffSSQa OFNBT
b) I SIFEGK tfFy LIK@AAOALFY | dadzySa NBaL
through transfer;

c) A Health Plan representative and the treating physician reach an

agreementconS Ny Ay 3 GKS 9y NRffSSQa OFNBT 2N
d) The Enrollee is discharged.

17. Not make payment to oudbf-network Providers for emergency services

exceeding the amount that would have been paid if Bnevider had delivered services

under theFFSnodel under the Medicaid StatPlan.

XIX. CarvedOut Services and Supplemental Services

A. CarvedOut ServicesThe Health Plan shall coordinate with the IDHW to ensure
Enrollees are linked to the appropriate services for carwatinonemergency medical
transportation, dental service§evelopmental Disabilities (DD) Waiaard 1915(i) State Plan
Option services as described in Attachmentan Benefit Packagdxamples of coordination
include butare not limited tq transferring calls from the Call Center/Help Desk information line
to IDHW and providing information on how to access these services in Enrollee education
materials.
B. Supplemental Serviceshe Health Plan may provide additional benefits not covered in
the Medicaid State Plan that enhance the general health andveitig of its Enrollees,
including programs that address preventive health, risk factors, or personal responsibility
(Supplemental Services). The Health Plan shall:
1. Not build costs for Supplem#ad Services into the capitation rate.
2. Offer and provide to all Enrollees any and all Supplemental Services specific to
Enrollees for which the Health Plan has received IDHW approval. All Supplemental
Services must be approved by IDHW.

3. Not pay for norcowvered services unless it is an approved Supplemental Service
or as otherwise directed by a court of law.
4, Ensure no Enrollee is balance billed for any reason by any Provider for

Supplemental or Covered Services.

XX. Authorization of Services

A. For the processig of requests for initial and continuing authorizations of Covered
Services, the Health Plan shall:
1. Have in place and follow written policies and procedures;
2. Have in effect mechanisms to ensure the consistent application of review
criteria for authorizatbon decisions; and
3. Consult with the requesting Provider, when appropriate.
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The Health Plan shall authorize services in accordance with 42 CFR 8 438.210 and as

follows:

1. Ensure alBehavioralHealth authorization andUM activities are in compliance
with 42 US.C. § 13964a(b)(8).
2. Gomply with the requirements for demonstrating parity for both cost sharing

(copayments) and treatment limitations betwedsehavioralHealth and substance use

disorder and medical/surgical inpatient, outpatient, and pharmacy bemefitrequired

by the Mental Health Parity and Addiction Equity Act (MHBAEA

3. L dzi K2NRT S t/{ FYRk2NJ ! 35 2 ABSNI aSNIBBAOS:
assistance with Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living
(IADLs), imccordance with the results of the UAI. The authorization process shall be
AYyGiS3aNFXrGSR 6AGK GKS 1 SFEOGK tflFyQa FdziK2NRT |
behavioral health services.

4, Not require that PCS and/or A&D Waiver services be orderedtimating

physician, but may consult with the treating physician, as appropriate, regarding the
9YNRff SSQa Belfadiataténlthf andkL$IStndedsIo facilitate
O2YYdzyAOFA2Y YR O22NRAYIl GA2Yy BM&BiErAINRAY 3 (K
Health, and LTSS.

5. Notify the requesting Provider, in writing, and give the Enrollee written notice of

any decision by the Health Plan to deny a service authorization request, or to authorize

a service in an amount, duration, or scope that is less thanasigd. The notice shall

meet the requirements of 42 CFR § 438.404 and shall:

a) Be produced in a manner, format, and language that can be easily
understood:;

b) Be made available in Prevalent Languages, upon request; and

c) Include information, in the most commanused languages about how

to request translation services and Alternative Formats. Alternative Formats
include materials which can be understood by persons with limited English
proficiency.
6. Make authorization decisions within the following timeframes:
a) For standard authorization decisions, provide notice as expeditiously as
GKS 9yNRfftSSQa KSIfiK O2yRAGAZ2Y NBI dzA NB:
days after receipt of the request for service, with a possible extension not to
exceed fourteen (14additional calendar days. Such extension will only be
allowed if:
1) The Enrollee or the Provider requests an extension
(2) The Health Plan justifies to IDHW that:
(@) ¢tKS SEGSyarzy A& Ay (KS 9yNRf f
(b) There is a need for additional informatiorhere:
(1) There is a reasonable likelihood that receipt of
such information would lead to approval of the request,
if received; and
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(i) Such outstanding information is reasonably
expected to be received within fourteen (14) calendar
days.
3) The Health Plan provideghe Enrollee or Provider with written
notice of the reason for the decision to extend the timeframe and
inform the Enrollee or Provider of the right to file a grievance if he or
she disagrees with that decision
b) For expedited service authorization deoiss, where the Provider
indicates or the Health Plan determines that following the standard
Fdzi K2NAT I GA2Y GAYSTFNIYS O2dxA R aSNA2dzat &
or ability to attain, maintain, or regain maximum function, make a decision and
prodA RS y2GA0S 4 SELISRAGAZ2dzAaAtE a4 GKS 9y
no later than three (3) business days after receipt of the request for service,
with a possible extension not to exceed fourteen (14) calendar days. Such
extension will only belbwed if:
8} The Enrollee or the Provider requests an extension; or
(2) The Health Plan justifies to IDHW that:
@ ¢KS SEGSyaArzy Aad Ay GKS 9yNRff
(b) There is a need for additional information where:
(1) There is a reasonable likelihood that receipt of
such information would lead to approval of the request,
if received; and
(i) Such outstanding information is reasonably
expected to be received within fourteen (14) calendar
days.
c) On the date that the timefram&expire when service authorization
decisions are not reached within the timeframes for either standard or
expedited service authorizations. Untimely service authorizations constitute a
denial and are thus adverse actions.
d) For all covered outpatient drugughorization decisions, provided notice
consistent with section 1927(d)(5)(A) of the Social Security Act.
7. t N2OS4a8 SELISRAGSR aSNBAOS [dzZiK2NAT | GA2Y .
health condition requires an expedited decision including, but not lidniterequests
for home health services for Enrollees being discharged from a hospital or other
inpatient setting when such home health services are needed upon discharge.
8. Not deny payment for a prior authorized service based on the lack of Medical
Necessy, provided that the Enrollee was eligible on the date of service, prior
authorization of the service was granted by the Health Plan, and the service was
provided; unless it is determined that the facts at the time of the denial of payment are
significanty different than the circumstances which were described at the time that
prior authorization was granted.
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9. Cover emergency services without requiring prior authorization or PCP referral,

as described ithe Emergency and Post Stabilization Caeetion, rgardless of whether

these services are provided by anrneatwork or outof-network Provider.

10. Have a mechanism in place to allow Enrollees to directly access a specialist as
FLILIINBLINRAF GS FT2NJ GKS 9yNREftSSaQ O2yaRAGAZ2Y |y
course of treatment or regular care monitoring.

11. Not require a PCP referral for Enrollees to ac&etmvioralHealth services.
12. Not require a PCP referral for pregnant&fees to access prenatal care
C. The Health Plan may require Enrollees to seef@ral from a PCP prior to accessing
some or all noremergency specialty physical health services.
D. The Health Plan may require eotf-network Providers to obtain prior authorization to

render any norselfreferral or nonemergent services to EnrolleeH.the outof-network

Provider has not obtained such prior authorization, the Health Plan may deny payment to that
out-of-network Provider. The Health Plan shall reimburseafttetwork Providers for all
authorized, routine care provided to Enrollees.

XXI.  Emollment.

A. IDHW will:
1. Provide araddress file of all Potential Enrollees
2. Not pay a Per Eligible Member Per Month (PMPM) payment for any Enrollee

who lost Medicaid eligibility the previous month.
B. The Health Plan shall:
1. Process all enroliments and reefiments. Enroliment into thtMMCPis
voluntary.
2. Followenrollmentguidelines as specified by CMS for Medicare Advantage
programs
3. If the Health Plan currently has a MMCP, notify Enrollees that their plan benefit
package will be changing at least thi(80) calendar days prior to the changes
occurring.
4. Verify eligibility of all Enrollees at the time of enroliment and reenroliment
utilizing the following criteria:
a) Aged twentyone (21) or older at the time of enrollment
b) Eligible for full Medicaid benefitunder one of the following categories:
D Recipients of Supplemental Security Income (SSI)
(2) SSirelated individuals
3) Dual Eligible Qualified Medicare Beneficiary (QMB) Plus
individuals
(4) Dual Eligible Specified Ldncome Medicare Beneficiary (SLMB)
Plus indviduals
(5) Full Benefit Dual Eligible (FBDE) individuals
(6) Recipients of mandatorate supplements
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@) Recipients of hospice carer

(8) Recipients oL TC
c) Entitled to or enrolled in Medicare Part A
d) Enrolled in Medicare Part B
e) Eligible to enroll in Medicare Part D plgrand

f) Does not have End Stage Renal Disease at the time of enrollment unless
they are already enrolled in another health plan operated by the Health Plan.

5. Accept Potential Enrollees in the order in which they apply without restriction.

42 CFR § 438.6(d)(1)

6. Not discriminate against Potential Enrollees eligible to enroll on the basis of

health status or need for health care services. 42 CFR §(d3®) and 4LFR §

422.110(a)

7. Not discriminate against Potential Enrollees eligiblenooll on the basis of

race, color, national origin, sex, sexual orientation, gender idermtitgdisability and shall
not use any policy or practice that has the effect of discriminating on the basis of race,
color, national origin, sex, sexual orientatjayender identityor disability. 42 CFR §
438.6(d)(4)

8. Comply with alFederal and State statutes and regulations and regulations
includingTitle VI of the Civil Rights Act of 19@4tje 1X of the Education Amendments of
1972 (regarding education progres and activities); the Age Discrimination Act of 1975;
the Rehabilitation Act of 1973; and the Americans with Disabilities Act. 42 CFR §
438.6(f)(1)

9. Develop Information Technology (IT) Systems needed and/or modifications to
existing Systems to meet enhwlent or disenrollment responsibilities at the Health Plan
expense.

10. Ensure all enrollments or reenroliments are effective the {it&) day of the
month following receipt of a completed enroliment request.

11. Only use Enroliment and Disenroliment Formd anrollmentrelated notices
approved by IDHW.

12. Provide evidence of the received enrollment request to the Enrollee.

13. Issue &@onfirmation ofEnroliment notice to all Enrollees within seven (7)
calendar days of the enrollment completion.

14. Not construe anythng in this contract to impose any obligation on IDHW,
whether express or implied, to guarantee any level of enrollment for the Health Plan.
15. Demonstrate to the satisfaction of IDHW that it has the capacity to serve the
current number of Enrollees, upoerguest by IDHW.

16. Provide service coverage for Enrollees who lose Medicaid eligibility during the
month through the end of the calendar month.
17. Not accept new enroliments upon notification from IDHW.
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XXII.

Disenrollment

A.

IDHW will:

1. Process all involuntamisenrollmentsin the event that a Medicaid
disenroliment falls outside of enroliment guidelines as specified by CMS for Medicare
Advantage programs, IDHW will process disenrollments for Medicaid services only

2. 5SGSNYAYS 6KSY reyuBstth termihaglthe énkolimerit of §hQ a
Enrollee will be granted

3. Develop a process to evaluate disenroliment requests for Enrollees whose
O2yGAYydzSR SyNRffYSYyd aSNA2dzate AYLI ANR GKS
this Enrollee or otheEnrollees.

The Health Plan shall:

1. Process all cancellations of Voluntary enroliment.

2. Process all Voluntajisenrollments Enrollees or their representatives must
request voluntary disenrollment orally or in writing.

3. Implement and maintain a mechanism for tracking timely information about all

RAASYNREfYSyGa FNRY (GKS I SIfGK tflFyQa LI I ys>
disenroliment, and a method to notify IDHW of all disenroliments within a timeframe
agreed upon by IDHW

4, Ensure disenrollmenteceived during any month are effective on the fifkt)
calendarday of the following month.
A. For those Enrollees for whom confirmation of disenroliment is received

from CMS after the specified timelines outlined in Atienent 10, the Health

tftry aKlFftf O2yliAydzS (2 FoRybengftsdointBeN G KS 9
next calendar month. The Health Plan will disenroll the Enrollee from the

Medicaidonly benefits effective the firgtl®') of the following calendar month

B. For those Enrollees for whom Medicare Advantage Special Enroliment

Period (SEP) limitations apply, the Health Plan must submit the disenroliment

request to IDHW within the same month the Enrollee makes the request.

5. Be responsible for ceasing the provisiaf Covered Services to an Enrollee upon
the Hfective Date of disenroliment.
6. Be responsible for continuing the provision of Covered Services in the event that

a disenrollment is not effective within the IDHW system as a result of a Health Plan

error,unh £ GKS 9y NREfSSQa RAASYNREfYSYyd A& &dzOC

7. Notify IDHW of any Enrollee who is no longer eligible to remain enrolled in the

I SFEGK tflyQa LXIFyod tKAa AyOf dzRSa 6KSNB |y

their residence irthe state cannot be confirmed for more than six (6) consecutive

months.

8. b2d RA&ASYNRftt 2F lyeé& 9yNRB{ftSS RdzsS (2 vy
G 10 I dza S 2 ¥ (CRBedigaysRides, @riirdsbied dzi A £ A T |
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mental capacit, or uncooperative or disruptive behavior resulting from his or her

special needs. The Health Plan may submit a written request, accompanied by

supporting documentation, to the IDHW to disenroll an Enrollee, for cause, to ensure

that the Health Plan doesot request disenroliment for reasons other than those

permitted under thecontract, forthe following reason:
a) CKS 9yNRfftSSQa O2yidAydzSR SyNRff YSyi
ability to furnish services to either this Enrollee or other Enrallggovided the
9YNRffSSQa o0SKIFBA2NI A& RSOISNXYAYSR (2 068
Enrollee's health status, or because of the Enrollee's utilization of medical
services, diminished mental capacity, or uncooperative or disruptive behavior
resulting from his or her special needs.

9. Transfer Enrollee record information promptly to the new Provider upon written
request signed by the disenrolled Enrollee.

10. Notify IDHW if the Health Plan becomes aware that an Enrollee has
comprehensive insurance otherah Medicare or Medicaid.

XXIII. Continuity of Care

A.

The Health Plan shall:

1. Ensure continuity of care for medical, behavioral, LTSS, and pharmacy services
upon enroliment for Enrollees as described in Attachn@nTransition Requirements

and shall:

a) Allow Enrollees to maintain their current Providers;
b) Honor prior authorizations; and
c) Reimburse Providers at a rate no less than the current Medicaid
Provider rate.
2. Ensure that during the transition period change to a new Provider only occurs in
the following cicumstances:
a) The Enrollee requests a change;
b) The Provider chooses to discontinue providing services to an Enrollee as
currently allowed by Medicare or Medicaid; or
c) The Health Plan or IDHW identify Provider performance issues that
FFFSOG Iy O9ofndfdrd SSQa KSIf (K
3. Ensure an Enrollee has the option to waive a particular transition requirement
as long as:
a) lyed adzOK g1 AGPGSNI A& y2i (GKS NBadzZ G 27F

the Enrollee to waive a transition requiremeaind
b) The waiver of atran8iA 2y NBIljdzA NSYSyid R2Sa y2i4 S
health or welfare.

4. Reimburse an oubf-network Provider of emergent or urgent care at no less

than the Medicaid FFS rate applicable for that service.
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5. Advise Enrollees who receive care from-ofietwork Providers during the
transition period, via written notice, that they have received care that would not
otherwise be covered at an-metwork level and will not be covered once the transition
period is ended.

XXIV. Network Adequacy

A.

IDHW will regularly monitall KS | S f 6K tflyQa ySGiég2N] | yR

in accordance with the terms of the contract when the Health Plan fails to medieh&ork
Adequacy standards.

B.

IDHW may grant exceptions to the access standards in Attachmehtcess Standds

to account for patterns of care for Enrollees and/or the availabilitiprafviders buwill not do
so in a manner that will dilute access to care for Enrollees.

C.

The Health Plan shall:
1. Provide, directly or by subcontracting with other qualified entities, the full
continuum ofMedicare andMedicaid Covered Services to Enrollees, in accordance with
the contract. Medicare Covered Services shall be provided in accordance with £ CFR
422 and 42 CFR 423 et seqMedicaid Covered Services shall be provided in accordance
with the requirements in the approved Medicaid State Plan, including any applicable
State Plan Amendments, 1915(b) and/or 1915(c) A&D Waiver, and in accordance with
the requrements specified in the contract.
2. Ensure Enrollees have access to an adequate netwarledfcal pharmacy,
BehavioralHealth, and LTSS Providers that are appropriate and capable of addressing
the needs of the diverse population, including availabditgervices that are accessible
twenty-four (24) hours a dayseven {) days a week wheWedicallyNecessary.
a) The use of telehealth technologyg acceptable andncouraged to
improve access to care
3. Ensure accessibility of Covered Services, includingrgpbic access,
appointments, and wait times are in accordance with the access standards in
Attachment7 - Access Standarddn addition, the Health Plan must require providers to
offer hours of operation that are no less than the hours of operation etfdp
commercial enrollees or comparable to Medic&ESif the provider serves only
Medicaid enrollees. These minimum requirements do not release the Health Plan from
the requirement to provide or arrange for the provision of any Medically Necessary
Coveed Service required by its Enrollees.
4. Comply with 42 CFR § 438.22@87 and the following:
a) Maintain and monitor a network of appropriate Providers that is
supported by written agreements and is sufficient to provide adequate and
timely access to all sends covered under the contract;
b) Offer an appropriate range of preventivgrimary careBehavioral
Health, and specialty services that is adequate for the anticipated number of
Enrollees for the service area,

Pager5of 257

[ON



c) Maintain a network of Providers that is suffiotan number, mix, and
geographic distribution to meet the needs of the anticipated number of
Enrollees in the service area; and
d) Consider the following in establishing and maintaining the network:
(2) Anticipated Medicaid enrollment
(2) The expected utilizationfeervices, taking into consideration
the characteristics and health care needs of the populations
3 The numbers of network Providers who are not accepting new
Medicaid patientsand
4) The numbers and types (in terms of training, experience, and
specializatio) of providers required to furnish the contracted Medicaid
services.
(5) The geographic location of Providers and Enrollees, considering
distance, travel time, the means of transportation ordinarily used by
Medicaid Enrollees, and whether the location proddgehysical access
for Enrollees with disabilities.

5. Allow each Enrollee to choose his or her health professional to the extent

possible and appropriate. 42 CFR § 438.6(m)

6. Ensure alBehavioralHealth services are provided by, or under the supervision

of, at least a licenseBehavioraHS I £ G K Of AYAOALY @gAGK | YIF &adSN

7. b2d 0SS Ay @A2flGA2y 2F GKS | 00Saa adl yRI
request for assignment to a PCP locatediside the distance/time requirements in
Attachment 7¢ Access Standardsven if the Health Plan has PCPs available within the
distance/time requirements who accept new Enrollees.
8. Ensure Emergency Service Programs (ESPs) are available to Enrollees.
9. Canply with Federal law regarding access to Federally Qualified Health Centers
(FQHCSs). If the Health Plan does not have -aeiwork FQHC that meets the General
Access Standards, the Health Plan shall allow its Enrollees to seek care frorp&n out
network FQHC, if available.
a) The Health Plan shall reimburse any FQHC or Rural Health Clinic at the
rates provided in Section 1902(bb) of the Social Security Act.

b) The Department will provide current price lists with reimbursement
rates for FQHCs and Rural HieZlinics.
10. lftft2g FTSYIES 9yNRifSSa RANBOG | O0Saa 06,

health specialist who is an-metwork Provider for Covered Services necessary to

LINE GARS 62YSYy Q& NRdAziAYS YR LINEQOBwthd S KSI €
9y NRffSSQa RSaA3IYII ISR &a2dz2NOS 2F LINAYLEFNE OF N
specialist per 42 CFR § 438.206.

11. Demonstrate that its network includes sufficient family planning providers to

ensure timely access to covered services, andestrict the choice of the Provider

from whom the Enrollee may receive family planning services and supplies.
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XXV.

12. If the Health Plan network is unable to provide necessary services, covered
under the contract, to a particular Enrollee, adequately and timelyecthese services
out of network for the Enrollee, for as long as the Health Plan is unable to provide them.
13. Collaborate with oubf-network providers with respect to payment to ensure
that cost to the Enrollee is no greater than it would be if the s®wiwere furnished
within the network. 42 CFR 8 438.206(b)(4)(5)
14. Utilize IDHWNetwork Adequacy standards as described in Attachmeént
Access Standardsr LTS&nd all services for which Medicaid is primary.
15. Utilize MedicareNetwork Adequacy standarddocated at
http://www.cms.gove/Medicare/Medicare
Advantage/MedicareAdvantageApps/index.html?redirect=MedicareAdvantageApps/
for medical services, pharmacy benefits, and for services for which Medicare is primary.
16. Ensure home health, durable medical equipment requirements, and any other
services for which Medicaid and Medicare coverage may overlap are subject to the
more rigorots of the applicable Medicare or Medicalgtwork Adequacy standards.
17.  Allow Enrollees to utilize ouif-y S 62 N)] t NP GARSNE AF G(GKS
is insufficient for the anticipated enroliment. The Health Plan shall do so until such time
as the IDHW etermines theNetwork Adequacy standards have been met.
18. Provide a sixty (60) calendar day advance notice whenever possible to IDHW of
changes to the network that may affect access, availability, or network composition.
19. Conduct surveys and office visitsmonitor Provider compliance with
appointment waiting time standards and report findings and corrective actions as
described in theReportsSection. IDHW reserves the right to direct the Health Plan to
terminate or modify any Network Provider Subcontraden IDHW determines it to be
in the best interest of the State.
20. Submit network reports in accordance with the requirements established in the
ReportsSection which address adequate capacity and services as specified, no less
frequently than

a) Upon enteing into initial contract; and

b) 'd Fye GAYS GKSNB KFra 688y I+ &AIYATA

operations that would affect adequate capacity and services including
D Changes in services, benefits, geographic area or payments; or
2) Enroliment of a new gpulation in the Health Plan.
The Health Plamay require Enrollees to see-metwork Providers after théletwork

Adequacy standards are met and the network is approved by IDHW; with the exception of family
planning and emergency services.

LTSS NetworRevelopment Plan

The Health Plan shall implement and maintain a LTSS Network Development Plan to

ensure the adequacy and sufficiency of the LTSS Provider network. The LTSS Network
Development Plan shall be submitted to IDHW for approval prior to impiaten and
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annually thereafter. The LTSS Network Development Plan shall include the following at a

minimum:
1. Summary of the LTSS Provider network, including commbaigd residential
alternatives, by service and county;
2. Summary of nursing facilities the Provider network, by county;
3. Monitoring activities to ensure that access standards for LTSS are met, including
the requirements in Attachmen - Access Standargds
4. Ongoing activities to track and trend each time an Enrollee does not receive

initial or ongoing LTSS in accordance with the requirements of this contract due to
inadequate Provider capacity. Activities shall include:

a) Identification of systemic issues by service and caunty
b) Implementation of remediation and QI activitiesnd
c) Recordinghe targeted and actual completion dates for those activities

5. 5SAaONRLIIAZY 2F GKS I SHEGK tflyQa ¢g2N] G
communitybased residential alternatives (including adult residential care) for the
elderly and/or adults with physitaisabilities. The description must specify all activities
to increase capacity, related activities (including Provider recruitment activities), and
provide a status update on capacity building;

6. Ongoing activities for Home and Community Based Sen'it@B$) Provider
development and expansion taking into consideration identified Provider capacity,
network deficiencies, service delivery issues, and future needs relating to growth in the
number of Enrollees and their loigrm needs; and.

7. Ongoing activies to ensure HCBS are delivered in settings consistent with 42
CFR § 441.301(c)(4).

XXVI. Indian Tribe, Tribal Organization, or Urban Indian Organization (I/T/U) Requirements

A. The Health Plan shall:
1. Ensure there are sufficient I/T/U Providers inthe Health | vy Q& y S g2 NJ 02
ensure timely access to services available under the contract for Indian Enrollees who
are eligible to receive services from such Providers.
2. lfft2¢6 ye LYRAILY ¢gK2 Aa SYNRf{ftSR Ay GKS
services froma participating I/T/U Provider, to choose to receive Covered Services from
that I/T/U Provider, and if that I/T/U Provider participates in the network as a PCP, to
choose that I/T/U as his or her PCP, as long as that Provider has capacity to provide the
sevices.
3. Pay I/T/U Providers, whether participating in the network or not, for Covered
Services provided to Indian Enrollees who are eligible to receive services from such
Providers either:
a) At a rate negotiated between the Health Plan and the I/T/U Pevior
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b) If there is no negotiated rate, at a rate not less than the level and
amount of payment that would be made if the Provider were not an I/T/U
provider.
4, Reimburse an Indian Health Program or an Urban Indian Organization owned
FQHC no less than tlealth Plan pays any of itstetwork FQHC whether or not it is
LI NOAOALI GAY3 Ay GKS 1SFEGK tflyQa ySise2N]>
Indian Health Program or an Urban Indian Organizadvwned FQHC
a) When an I/T/U Provider is not enrolled Medicaid as an FQHC,
NEII NRf Sda 2F oKSOGKSNI AG LI NGAOALI GSa A\
the right to receive its applicable encounter rate published annually in the
Federal Register by the Indian Health Service, or, in the absence ofishpdb
encounter rate, the amount it would receivithe services were provided under
GKS {GdFGS ttlyQa CccCc{ LI eyYySyid YSiK2z2R2f 23
5. Pay I/T/U Providers for Covered Services provided to an Indian without any
reduction for Medicaid costharing amounts, as loras all applicable requirements of
this contract are met.

6. Permit an outof-network I/T/U Provider to refer an Indian Enrollee to a
network provider.
7. Not apply any form of Medicaid cesharing to Indian Enrollees served by I/T/U

Providers, as those ternse defined insection 4 of the Indian Health Care

Improvement Act 25 U.S.C. § 1603.

8. Make prompt payment to all I/T/U Providers in its network as required for
payments to practitioners in individual or group practices in accordance with 42 CFR §
447.45 and 8 447.46.

XXVII. Care Delivery Model

A. The Health Plan shall:
1. Ensure Enrollees receive all Covered Services in the amount, duration, scope,
and manner as identified through the persoantered assessment and service planning
process.
2. Ensure all CovereServices are provided through a fully integrated delivery
system.
3. Ensure all Covered Services are provided to Enrollees in a manner that is
aSyardAgsS (G2 GKS 9yNRffSSQa FdzyOuAaz2ylft I yR
for involvement of the Emllee and caregivers; and is in an appropriate setting.

4, Ensure that care is persarentered and can accommodate and support-self
direction.
5. Implement an evidencéasedModel ofCare (MOC) consistent with the Special

Needs Plan (SNP) Model of Care, appdoyy the NCQA, according to the standards set
forth in 42 CFR 422.4(a)(iv)§ 422.101(f), and 422.152(g); and including the IDHW
requirements identified below:
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a) Description of the Plaspecific Target Population;

b) Measurable Goals;
c) Staff Structure and&e Management Goals;
d) ICT;
e) Provider Network having Specialized Expertise and Use of Clinical
Practice Guidelines and Protocols;
f) MOC Training for Personnel and Provider Network;
g0  CHRA
h) ICP
i) Integrated Communication Network;
i) Care Management for the Most Vulrable Subpopulations; and
k) Performance and Health Outcomes Measurement.
6. Develop practice standards in consultation witkigtwork health care

professionals, consistent with practice standards set forth by leading academic and
national clinical organizatian considering the needs of the Enrollees. Practice
standards shall be reviewed and updated as appropriate.

7. Disseminate the practice standards to all affected Providers, and upon request,
to Enrollees and Potential Enrollees.

8. Include the practice statards inNetwork ProvideSubcontracts

9. Review Provider practices to ensure compliance with the practice standards.

10. Ensure decisions fadM, Enrollee education, coverage of services, and other

areas to which the practice standards apply are consisterit thig practice standards.

11. Coordinate with Providers and other payers, as appropriate, to coordinate

Enrollee care and benefitSupport a Medical Home for each Enrollee, which will be led

by a PCP and Care Coordinator. The Medical Home shall form theafmmdf the ICT
GKAOK gAff SyadaNB GKS Ay dhaibkhHedt? substadce (i K S
abuse, LTSS, and/or social needs.

XXVIII. Care Management

A. The IDHW will perform all nursing facility Level of Care Assessments which are required
as part ofthe Medicaid eligibility process. The IDHW will perform all other nursing facility Level
of Care Assessments, and assessments to determine eligibilRCf@or a fixed fee obne
hundred and fiftyfive dollars $155.0Q per assessment for which the IDHW will submit a
monthly invoice to the Health Plan.
1. IDHW will perform reassessments witliiimee hundred and sixtfour (364)
days of the previous assessment.
2. The Health Plan shall submit requests for necessary nuiiatigy Level of Care
Assessments at least forive (45) calendar days prior to the assessment due date.
3. The Health Plan shall submit a remittance to the IDHW for each monthly invoice
within thirty (30) days.

Page80 of 257

9y



4, The Health Plan shall be responsible foo#ier documentation related to
Enrollee eligibility for A&D Waiver or PCS services, as a result of the Level of Care
assessment. Documentation must be housed in the Enrollee file within the IDHW
assessment tool, unless otherwise specified by the IDHWurDewtation includes, but
is not limited to:

a) Service and Provider Choice Form
b) Significant Change Form
c) Notice of Change Form
d) Agency Change Form
e) Fiscal Intermediary Memorandum of Understanding, if applicable.
5. The Health Plan shall be responsible for mamgghanges to the Level of Care

Assessment that are required as a result of deterioration or improvement in the
9YNRffSSQa O2yRAUGUAZ2Y P ¢KSaS OKFy3dS&a YdzaAaG o8
completed within theUAL
6. The Health Plan may request modificaisoto theUAIif needed for reporting or
automation purposes. The Health Plan and IDHW shall negotiate a fee for IDHW to
implement any specialized system functionality.
7. The IDHW shall provide the Health Plan with Enrollee feedback data, which is
collectedduring the Level of Care Assessment process, on a routine basis. Data will
include measures related to quality of life and community integration activities.
a) The Health Plan must investigate issues within sixty (60) days of
receiving the data from IDHW.$h | St 6 K tflFyQa Ay@SadAiaal i
must be reported to the IDHW on a quarterly basis.
B. The Health Plan shall develop and submit a Care Management Plan to IDHW for review
and acceptance during readiness review that includes policies and procedupssdor
management services to manage, coordinate, and provide continuity of care for all Enrollees
that includes the following requirements, at a minimum. The Health Plan shall:
1. Ensure each Enrollee has accessntdGI
2. Support a Medical Home, led by &P and Care Coordinator, for each Enrollee.
The Medical Home forms the foundation of the ICT, and ensures the integration of the
9 Yy NR f t S SRBehaviofddRakhOdulistance use, LTSS, and/or social needs

3. Ensure that each Enrollee has an assigned Cacedinator to:
a) CFrOAfAGIHGS GKS 9yNREESSQa L/¢T FyR
b) Coordinate the Covered Services provided to the Enrollee.

4, Ensure all members of the ICT are operating within their professional scope of

practice, are appropriate for responding to and meeting the Erfoflea y SSRa | yR |
O2YLX AL yOS 6A0GK L512Qa fAO0OSy&adaNSE I yR ONBRSYy
5. Ensure each Enrollee has an ongoing source of primary care appropriate to his
or her needs and a person or entity formally designated as primarily responsible for
coordimating the health care services furnished to the Enrollee. Define the roles and
responsibilities of the PCP to include the following requirements:

a) Provide primary medical services, including acute and preventative care;
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b) Participate in training on the persesentered planning processes,

cultural competence, accessibility and accommodations, independent living and
recovery, wellness principals, how to ident#ghavioralHealth and LTSS needs,

and the ADA/Olmstead requirements;

c) Refer Enrollees, in coordinatiavith the ICT and in accordance with the

I SIFfTOK tfFryQa LR2fAOASE YR LINRPOSRdAZNBasz
Medically Necessary; and

d) Participate in the ICT in collaboration with the Care Coordinator, and if
indicated, with theBehavioralHealth clini¢an.
6. Define the roles and responsibilities of the C&aordinatorto includethe
following requirements
a) Act as asinglepoint of contact for an Enrollee to the Health Pkamd

the ICT and communicate with members of the ICT and relevant Providers
NEIIINRAYy3I GKS 9yNRffSSQa KSIfdK AaadzsSa |
b) Be an individual employed or contracted by the Health Blatihe
9y NRfftSSQa t/tX FYyR 6S oFaSR Ay LRFEK2T
C) Be trained on providig care coordination to people with disabilities, the
personcentered planning processes, cultural competence, accessibility and
accommodations, independent living and recovery, wellness principles, and the
ADA/OImstead requirements; as needed,;
d) Coordinate he completion of theCHRA:
8} With reasonable efforts made to contact Biirollees within
required timeframes based on risk stratification le\Réasonable
efforts are defined as documentation of at least three (3) attempts to
contact the Enrollee, includintwo (2) phone calls on different days of
the week and at different times of the day, and gii¢letter, unless the
Enrollee has refused@HRARefusals must be documented;
2) A minimum of once every twelve (12) months thereafter or as
appropriate whenth&l&8 A a I+ OKIFy3IS G2 (GKS 9y NRf
needs, if a significant health care event occurs, or if the Enrollee,
caregiver, or Provider requests a reassessment; and
e) Collaborate with facilities on discharge planning and care transition to
ensure theinclusion ofTransitionBenefits Management andervices, if
appropriate, and to ensure the appropriate safeguards and services are in place
after leaving the facility;
f) ProvideCare Goordination services, which include:
(2) Monitor the provision of Covereflervices, including outcomes
(2) Ensure appropriate referrals and timely twaay transmission
of Enrollee information
3) Support safe transitions for Enrollees moving between care
settings
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8.

4) Coordinate services with the services the Enrollee receives from

any other Health Plan and share with the other Health Plan the

identification and assessment of any Enrollee with special health care

needs to avoid duplication of serviges

(5) Coordinate services with the services the Enrollee receives in

FFS Medicajcind

(6) Qoordinateservices with the services the Enrollee receives from

community and social support providers

(7 Coordinate transitions for Enrollees that transition from or to

another Health Plan. This includes timely sharing of information

necessary to ensuresmooth transition of services for the Enrollee
0)] Develop,update, and monitoran ICPfor each Enrollee utilizing the
completed UAI results whemne has been utilized, with thénrollee and/or the

9YNREfSSQa RSaA Ity aSdRithnBamdpBate SO G I G A &S

members that includes clinical and nofinical needs, treatment goals and
objects, identifies the role of the Enrollee and the ICT, medsures progress
and success in meeting these goals; in compliance Agtdchment9 -
Individualized G& Plan

Ensure that Car€oordinatoraneet the following qualifications:

a) wSIAAAGSNBR ydzZNAESS f A0SyaSR LINIF OGAOIf
licensed social worker; or
b) An individual withatwe® S+ NJ RS3INBS 2NJ I YAYAYdzy i

experience in healthca or a healthcareelated industry preferably as a
healthcare paraprofessional

D Nonlicensed individuals may only perform as Care Coordisator

if they operate under direct oversight of a registered nurse, licensed
LIN} OG A OF £y dzNE S Br alidknset s00dl Wwoyk&a |

aaradl

Ensure that the ICT members who complete care management activities shall
operate within their professional scope of practice, are appropriate for responding to

FYR YSSUAy3 GKS 9yNRffSSQa {yISSIR:Q& yR
licensure/credentialing requirements. The roles and responsibilities of the ICT shall:

a) LYGdSaNI &S FyR O22NRAYIFGS St OK

I NB Ay

9YNER T ¢

BehavioralHealth, substance use, and LTSS services, within an ICT that consists

of at least tle following:

D Enrollee

(2) PCP

3) Care Coordinatgand

(4) BehavioraHealth clinician, if appropriate.
b) Include any or all of the following members:

(2) Registered Nurse

(2) Pharmacist

3) Specialist
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4) Other professional and support disciplines including social
workers, Home and Community Badedviders, and qualified peers
(5) Family members
(6) Informal caregivers
(7 Advocates
(8) State agency or other case managensd
9) Other members as requested by the Enrelle
C) Bepersonand famdpSy 6 SNERXZ odzAf G 2y (KS 9y NPR
preferences and needs; deliver services with transparency, individualization,
respect, linguistic, and cultural competence and dignity; and ensure the ICT
collaborates with the Enrollee asuch as possible;
d) ProvideCare Goordination as a comprehensive, holistic, person
centered manner in compliance with 42 C8438.208 and as a continuous
process of:
(1) 'aasSaaiyd FyR 9yNRfftSSQa LIKeaaOollf
psychosocial needs;
(2) Identifying the physical healttBehavioralHealth, LTSS, and
other social support services and assistance that are necessary to meet
identified needs;
3) Ensuring timely access to and provision, coordination, and
monitoring of physical healtiBehavioralHealth, andLTSS services
needed to help Enrollees maintain or improve their physical or
BehavioralHealth status or functional abilities and maximize
independence; and
e) Facilitating access to other social support services and assistance
needed to ensure each Enrol@ei KSF f 6 KX &l FSiex FyR 6Sf-
applicable, to delay or prevent the need for institutional placemehise
Health Information Technology (HIT) to link services; facilitate communication
between the ICT, Enrollee, and family caregivers; includingustimd ICT
meetings and conference calls; and provide feedback to Providers, as
appropriate;
f) Offer communication options by phone and email and provide clinical
advice by phone during office hours; and
9) Maintain the Centralized Enrollee Record.
The Health Rn shall:
1. 5STAYS O2fftl1 02N GA2Y 06S06SSYy Iy 9yNRffS:
2. Develop and utilize a risk stratification process for the purposes of allocating
resources, prioritizing the timeframe by which Enrollees receive a comprehensive
assessment, determining the Enrollee to Care Coordinator Ratio, and targeting
interventions toEnrollees at greatest risk. The stratification method must ensure
Enrollees with the most extensive significant health and functional needs are assessed
and treated as quickly as possible. The risk stratification process shall use a combination
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of predicive modeling software, referrals, and administrative claims data, and shall
consider medical, mental health, substance abliS&; and social needs. The risk
stratification process shall consist of the following:
a) A minimum of three (3) levels
b) The followirg minimum timeframes for completing comprehensive
assessments upon enrollment, based on risk stratification level:
D High riskg within thirty (30) days of enrollment
(2) Medium riskg within sixty (60) days of enroliment
3 Low riskg within ninety (90) days adnroliment

c) Criteria for each level
d) How the assigned level is communicated to the PCP and Enrollee
e) A minimum contact schedule for each levaaid
f) A staffing ratio for each level.
3. Ensure PCPs are willing and able to provide and/or coordinate the levateof

and range of services necessary to meet the medicaBahdvioralHealth needs of
Enrollees, including those with chronic conditions;

4, Ensure there are sufficient numbers of PCPs who accept new Enrollees to meet
the access standards provided in Attadnt 8¢ Access Standards

5. Ensure PCPs allow some saflay appointments to meet acute care needs; and

6. Submit Care Management Monitoring policies and procedures to IDHW for

review and acceptance during readiness review that include a mechanism to verify the
accuracy of care management data and amend or correct inaccuracies.

XXIX. Transitional Care Requirements

A.

The Health Plan shall:
1. Develop and implementransitionalCare protocols and procedures to ensure
the Health Plarmnd ICTs notified of the admission @n Enrollee to an inpatient facility
and that each Enrollee receives appropriate and -affdctive Medically Necessary
services upon discharge that include:
a) Processes tensure hospitals ancesidential/rehabilitation facilities
providethe9 Yy NP f { ISNPOWRLIL /2 A FAOIF A2y 2F GKS
discharge from aemergency roominpatient, or residential/rehabilitation
setting;
b) Providing comprehensivEansitionalCare to prevent Enrollee
avoidable readmission after discharge from an inpétfewility (hospital,
rehabilitative, psychiatric, skilled nursing, or treatment facility) and ensure
appropriate follow up care;
c) A systematic followup protocol to ensure access to follewp care post
dischargethat includes at a minimum:
1) Receipt of 8ummary ofCare record from the discharging
entity;
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2) Medication reconciliationand
3) A plan for scheduled appointments at recommended outpatient
Providersand
d) Processes to ensure the Care Coordinator is an active participant in all
phases of care transition.

XXX. LTSS Intake Process

A. The Health Plan shall develop and implement policies and procedures for ongoing
identification of Enrollees who may be eligible for LTSS and submit them to IDHW within thirty
(30) calendar days of the contract effective date for aymad. Policies and procedures shall

include:

1. Identification of Enrollees who may be eligible for LTSS using the following

criteria:
a) WSTFSNNIf FNRBY 9yNRftfSSQa t/t3x aLISOAL
source;
b) Selfreferral by Enrollee orreferralby B2 f £ SSQa Tl YAt & 2NJ
representative;
C) WSFSNNIt FNRY | SIFftGK tfF yWMstaiidl FF Ay
d) Notification of hospital admission; and
e) Periodic review (at least quarterly) of:

(2) Claims oEncounterData;

2) Hospital admission or discharge data

3) Pharmacy dataand

(4) Data collected through the UM process.
2. Methods for working with the discharge planner to determine whether LTSS
may be needed upon discharge, and if so, methods to ensure the discharge planner
completes all applicable screening aadintake processes immediately to facilitate
transition to the most integrated and cost effective LTSS care delivery setting
appropriate for Enrollees identified through notification of hospital admission.
3. Providing the Enrollee with information aboubW to request a reevaluation
for LTSS in the future if it is determined that an Enrollee is ineligible for or does not need
LTSS.

XXXI. Enrollee SelDirection of A&D Waiver Services

A. The Health Plan shall:
1. Provide information, choice, and supports that ua# the availability of an
individual to educate and assist the Enrollee in-d@kction to promote seldirection
of A&D Waiver services by Enrollees or their representative.

2. Allow Enrollee selfdirection of the following services through Personal
Assistance Agencies (PAA) functioning as Fiscal Intermediary (FI) Agencies:
a) Companion Services
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b) Skilled Nursing

C) Consultation
d) Attendant Care
e) Homemakey
f) Chore Servigeand
3. Allow Enrollees to use FI services frBraviders that meet qualifications

specified in the A&D Waiver located at:
http://www.healthandwelfare.idaho.gov/Portals/0/Medical/MedicaidCHIP/AandDWaiv
er.pdf.

4, Pay for services rendered by a FI Agency functioning as an employer of record
which includes payment for services, required taxes, and administrative activities for
Enrollees who direct their own services.

a) FI Agencies must be enrolled as Medidabviders to receive payment
under this contract.

b) For Enrollees that elect to use an Fl agency, a Memorandum of
Understanding signed by the Enrollee and Fl agency must be housed within the
Level of Car&JAl

XXXII. Idaho Home Choice Money Follows the Pe@BICMFP) Rebalancing Demonstra{ittCMFP

A. IDHW will:
1. Make all final determinations regarding enrollmentHCMFPand
2. Coordinate with the health plan on the IHCMFP Rebalancing Demonstration
programthrough the closing of the program on December 3019

B. The Health Plan shall maintain policies and procedures to provide information, choice,

and to enroll eligible Enrollees who consent to participattHGMFRipon transition from a
Qualified Institution to a Qualified ResidenteforeDecember 31, @18, within the community
that include:
1. Dissemination of information, including program requirements and processes,
to eligible Enrollees;
2. t N2POSaasSa G2 |aAEsid ddBple® ¢ndRBubniit8e§uirad referral,
consent forms, and documentation to the IDHW IHCMFP Coordinator;

3. Processes that ensure sufficient contact between Caerdinatorsand
OYNRfftSSa RdAdzZNAYy3I (KBEBCORPNRE f SSQA LI NIAOALI (A
4. Collaboration with qualified Transitiddanagers or &CBJransition

Managementagencyto provide up to sevenggwo (72) hours of Transition

ManagementServicesand up to two thousand dollars ($2,000.00) of Transition Services

for each Enrollee participetg inlHCMFPand

5. aStK2Ra G2 UGNI Ol SIOK 9yNRPINHOSMFRA NBAARS)
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XXXIII. Marketing and Outreach

A.

IDHW will share demographic information with the Health Plan to promote effective

marketing and enrollment.

B.

The Health Plan shall:

1. Be sulpect to rules governing marketing and Enrollee communications as
specified unde&action 1851(h) of the Social Security Act; 42 CFR 8§ 422.111; § 422.2260
et. seq.; § 423.120(b) and (c); § 423.128; and § 423.2260 et. seq.; and the Medicare
Marketing Guidehes (Chapter 2 of the Medicare Managed Care Manual and Chapter 3
of the Prescription Drug Benefit Manual).

2. Receive prior approval of all marketing and Enrollee communications materials
in categories of materials that IDHW requires to be prospectivelgwed. Health Plan
materials may be designated as eligible for the File & Use process, as described in 42
CFR 8§ 422.2262(b) and23.2262(b) anéxempt from prospective review and approval
by IDHW.

3. Submit all marketing and Enrollee communication materiachether
prospectively reviewed or not, to the IDHW Contract Monitor.

4. Include a Spanish phrase in Enrollee material to inform Spapishking
Enrollees how to obtain a copy of the materials in Spanish.

5. Distribute any marketing materials to all Potettiznrollees.

6. Comply with the information requirements of 42 CFR 8 438.10 to ensure that

before enrolling the Potential Enrollee receives the accurate oral and written
information he or she needs to make an informed decision on whether to enroll.

7. Begin marketing activity no earlier than sixty (60) calendar days prior to
implementation.
8. Participate inate education and outreach plans for educating Enrollees,

families and caregivers, Providers, Provider associations, contractors, and community
organizatons about LTSS; including collaborative efforts to provide educational sessions,
newsletters, and notices targeted to LTSS stakeholders prior to, during, and after
implementation.
9. Maintain effective systems for engaging Enrollees who use LTSS including
convening accessible local and regional Enrollee advisory committees to provide
feedback on LTSS operations.
a) To encourage participation, the Health Plan shall provide supports such
as transportation, interpreters, personal care assistants, and reasonable
accommodations, including compensation, as appropriate.

b) The Health Plan shall provide a quarterly report on their engagement of
LTSS Enrollees.
11. Establish at least one (1) Enrollee advisory group and a process for that group to
provide input to the goverimg board.
a) The Health Plan shall ensure the advisory group composition reflects the

diversity of Enrollees, including Enrollees accessing LTSS, and local
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representation from key community stakeholders such as advocacy
organizations, faittbased organizadns, and other communitpased
organizations.
b) The Health Plan shall develop meaningful Enrollee input processes as
part of their ongoing operations.

The Health Plan is prohibited from the following outreach activities:

1. Offer gifts or materialfinancial, or other incentives to induce Potential

Enrollees to enroll with the Health Plan or to refer a friend, neighbor, or other person to

enroll with the Health Plan.

2. Directly or indirectly conduct dodn-door, telephone, or other unsolicited

Coldcdl Contacts or marketing activities.

3. Seek to influence enroliment in conjunction with the sale or offering of any

private insurance.

4. {SS1 G2 AyFtdzSSyOS I t20GSydArt 9yNRffSSQ:
or offering of any nofhealth insurance gducts (e.qg., life insurance).

5. Utilize materials and/or outreach activities which could mislead, confuse, or

defraud Potential Enrollees or Enrollees, are unfair or deceptive practices, or that
otherwise violateFederal or State consumer protection statier regulations. This

includes materials which mislead or falsely describe Covered Services, membership,
availability, qualifications, and skills ofrietwork Providers, or materials which
misrepresent IDHW, the Health Plan, or CMS.

6. Target Potential Bollees on the basis of health status or future need for health
care services or which otherwise may discriminate against Potential Enrollees eligible for
health care services.

7. Overly aggressive solicitation, such as repeated telephoning or continued
recrutment after an offer for enroliment is declined, or similar techniques.

8. Compensation arrangements with marketing personnel that utilize any type of
payment structure in which compensation is tied to the number of persons enrolled.

9. Use of employed, capte, or independent agents or brokers.

10. Making assertions or statements (whether written or oral) that the Health Plan

is endorsed by CM$ederal or State government, or similar entity.

11. Making assertions or statements (whether oral or written) that thégRgal

Enrollees must enroll with the Health Plan in order to obtain or not lose benefits.

12. ' aAy3a GKS yrYS 2F GKS I SIFfGK tfFyQa LI I
gAGK2dzi L512Qa LINA2NI gNRGGOSY | LILINR DI f @
The Health Plan may utilize the following optibnatreach activities:

1. Post written outreach and promotional materials approved by IDHW at Provider
locations and other sites throughout the state.
2. Use television, radio, printed media (including free newspapers), and website

postings, for the purpose ofutreach or promotion in accordance with the
requirements set forth in the contract.
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3. Distribute approved outreach and promotional materials by mail to Potential

Enrollees throughout the State.

4. Provide norfinancial promotional items only if they are offeréaleveryone

who attends a health fair or community sponsored event, regardless of whether or not

they enroll with the Health Plan, and only if the items are of a retail value of twiaray

dollars ($25.00) or less.

5. Conduct nursing facility visits andrhe visits for interested Potential Enrollees

only if the Health Plan has documented a request to visit by an individual or a person

recognized under IDHW requirements to make this request on behalf of the Potential

Enrollee.
E. Provider Education & Outreachdtkrials and ActivitiesThe Health Plan shall develop
and distribute Provider education and outreach materials-gpgroved by IDHW. Electronic
distribution is acceptable, except that providers must have the option to request hard copies
free of charge. lhmaterials shall be submitted to IDHW for review at least thirty (30) calendar
days prior to expected use and distribution. All substantive changes to previously approved
education and outreach materials shall be submitted to IDHW for review and ap@least
thirty (30) calendar days prior to use. The Health Plan shall revise, finalize, and return the
documents to the IDHW for final review within ten (10) business days after receipt of revisions
identified by the IDHW. Costs associated with depielg, printing, and distributing Provider
education and outreach materials are the responsibility of the Health Plan. The Health Plan
shall:

1. Notify IDHW of significant changes that may affect Provider procedures at least

thirty (30) calendar days prior tootifying its Provider network of the changes. The

I SIHfTOGK tfry akKlff 3IAGBS t NPOARSNER Fd €SIFad
AAIAYATFAOLIYG OKFy3aSa GKFG YFe FFFSOO GKS t NP

subcontractors, claims submission pealures, or prior authorization policies). The
Health Plan shall post a notice of the changes on its Provider website to inform both in
network and outof-network Providers ananake payment policies available to eoit
network Providers upon request.

2. Provde training on Provider Policies and Procedures to aletmwork Providers
when they are initially enrolled in the Provider network, whenever there are changes in
policies or procedures, and upon a Provider's request.

3. Develop and include a Health Pidasignated inventory control number on all
Provider education and outreach materials with a date issued or date revised clearly
YIN] SR® ¢ KS LJzN1JI2aS 2F (KAa AYy@Syiz2NR O2yi
and approval of materials and document trexeipt and approval of original and revised
documents. The Health Plan shall also utilize this control number to track the status of
approval internally.

4. Include the State program logo(s) in their marketing or other Provider
communication materials upoIDHW request.
5. Obtain IDHW written approval, specific to the use requested, before using any

of the following:
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a) The Seal of the State of Idaho;
b) The IDHW name; or
C) Any other State agency name or logo.
6. Not interpret any approval given for the use of IDHW or other State agency
name or logo as blanket approval.
F. Provider Information PackeThe Health Plan shall develop, print, and distribute IDHW
accepted information packets to its network of Providepon Provider enrollment. Provider
Information packets shall include, at minimum, the following:

1. Explanation of the contracted services;
2. Health Plan's contact information (address, telephone number, fax, web site);
3. Health Plan's office hours and days;
4, Information on accessing the Policies and Procedures Manual electronically or
manually;
5. Information on urgent and emergent care which includes the following:
a) Notice that prior authorization is not required for an Enrollee to obtain
urgent and emergent servicéom an innetwork Provider;
b) Providers are required to inform their patients to what extent and how

after hours and urgent care is provided, including how to contact aretwork
Provider twentyfour (24) hours a day, seven (7) days a week;
C) The locatios where Providers and hospitals furnish urgent and
emergent services covered under the contract; and
d) ¢t KS 9y NRCf t SS QanetNdkkProviderfor urgdrit Grelndé Ay
any Provider (in and owdf-network) for emergent services.
G. Provider Policy & Predures ManualThe Health Plan shall maintain and distribute a
written Provider Policies and Procedures Manual. The Provider Policies and Procedures Manual
shall:

1. Be submitted to the IDHW for review and acceptance prior to initial distribution
to Providers and at least sixty (60) calendar days prior to implementation.
2. Be available both electronically and in hard copy upon request, to all Providers,

without cost, pior to implementation, when new Providers are initially enrolled, when
GKSNBE INB Fye OKIFIy3aSa Ay LRftAOASA 2NJ LINROSF
a) Be submitted to the IDHW for review and acceptance within five (5)
business days of updates or changesperation identified for revision or
inclusion by the Health Plan or the IDHW.
b) The Health Plan shall make the updated Provider Policies and
Procedures Manual available to Health Plan staff, IDHW, and Providers within
five (5) business days of IDHW gueace.
3. Include, but not be limited to:
a) Policies and procedures;
b) Policies and procedures for the implementation of all aspects of the
LTSS program;
c) Covered Services and limitations;
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d) Claims filing instructions, including detailed information on how to
submit a clean claim;

e) Criteria and process to use when requesting prior authorizations;

f) Definition and requirements pertaining to urgent and emergent care;

) 9YNRffSSaQ NRIAKGAT

h) Providers' rights for advising or advocating on behalf of his or her
patient;

i) Provider nondiscrimination information;

i) Policies and procedures for Grievances and Appeals in accordance with
42 CFR § 438.414;

k) Information on outreach services;

)] Frequently asked questions and answers; and

m) Health Plan and IDHW contact information includiddrasses and
phone numbers.

H. Provider Education Activitie$he Health Plan shall provide ongoing education to

Providers regarding the contracted services as well as Healtkspéific policies and
procedures. The Health Plan shall:

1.
2.
3.

4.

Develop Provider edation and outreach materials;
Participate in IDHV8ponsored Provider outreach activities upon requiest
Include, but not be limited to the following topics for education:

a) Prior authorization policies and procedures;

b) Clinical protocols;

C) 9 Y NR f f SahdrespoNdibiitied) a

d) Claims dispute resolution procedures;

e) Payfor-performance and other physician incentive programs;
f) Enrollee cepay and cossharing responsibilities; and

Q) Training on how to submit a clean claim.

D Training shall be offered to all Rfiders prior to
implementation.
2) Copies of the IDHVdpproved Provider Policy and Procedures
Manual must be available to Providers at the time of training.
Ensure there is a staff person responsible for educating and assisting Providers

regardingappropriate claims submission processes and requirements; coding updates;
electronic claims transactions and electronic funds transfer; the development and
maintenance of Health Plan resources such as Provider manuals, website, fee schedules,
etc.; technial assistance regarding claims submission and resolution processes; and
prompt resolution of claims issues or inquiries.
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XXXIV.Customer Service System

A. The Health Plan shall implement and mainta@atomerServiceSystem that includes
implementation of a Custaer Service Plan. The Customer Service Plan must be approved by
IDHW and shall include the following requirements:
1. Operate an Enrollee Services Department staffed with trained representatives;
2. Comply with the requirements at 42 CFR § 438.10(f)(6) byrexystequired
information is accessible and readily available to Enrollees.

3. CustomerService policies and training for staff;

4. Implement and maintain a Call Center/Help Daskl Nurse Advice Lirthat

meets the requirements in Attachment XOnformation §stems

5. Implement and maintain an internet website for Enrollees to access information

LISNI FAYAyYy3a (2 GKS 1SHEGK tflyQa aSNBAOSa (Fk
Attachment 10- Information Systems

6. Implement and maintain an internet website for Piders that complies with
the requirements in AttachmertO - Information Systemsand
7. Operate a dedicated tofree Provider Services Helpline that complies with the

requirements in AttachmentO - Information Systemand is staffed with trained
represenatives knowledgeable about the contracted services.

8. If Interactive Voice Response (IVR) is utilized, comply with the requirements in
Attachment 11 - Provider Helpline, Call CentBiyrse Advice Linand IVR Requirements
9. Conduct periodic (at least anally) monitoring of calls to the Call Center/Help

Desk andNurse Advice Linfor QM purposes.

XXXV. Critical Incident Resolution and Tracking System

A. The Health Plan shall implement and maintain a Critical Incident Resolution and Tracking
System for all Critad Incidents. The system shall include safeguards to prevent abuse, neglect
and exploitation. The Health Plan shall have a system in place allowing network Providers
and/or Health Plan staff to document incidents of health and safety issues impacting an
Enrollee. The Health Plan shall:

B. Implement and maintain policies and procedures for resolving and tracking Critical
Incidents.
1. Critical Incident Proces¢ KS F2ft 2gAy 3 Ydzad o06S Ay Of dzRS
Critical Incident procedures:
a) The Health Plan anits network Providers shall abide by Idaho State law
including those laws regarding mandatory reporting.
b) Critical Incidents shall be logged by a network Provider, or the Health
Plan itself, when a Critical Incident is either observed or noted.
C) Designate anetwork Provider or Health Plan staff to conduct a

reasonable investigation or inquiry into the Critical Incident logged and give due
consideration and deliberation to all information submitted by or on behalf of
the Enrollee.
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d) Designee shall resolve eaChitical Incident report by documenting at a
minimum:
(2) A summary of the Critical Incident including a statement of the
issues raised and pertinent facts determined by the investigation;
(2) A statement of the specific coverage, policy, or procedure
provisionsthat apply; and
3) A decision or resolution of the Critical Incident including a
reasoned statement explaining the basis for the decision or resolution.
C. Include components that allow the Health Plan to analyze the Critical Incident and
provide reports as regested by the IDHW in Critical Incident Resolution and Tracking System.
D. Comply with Idaho Code § 300 = & ! Rdzt (i I $RZASELILDSHE ISDK2y | Of
aspects of its Critical Incident Resolution and Tracking System.

E. Have internal controls to monitahe operation of the Critical Incident Resolution and
Tracking System.

F. Track all Critical Incidents, whether they are resolved or in the processalfition and
report the information to the IDHW.

G. Analyze the Critical Incidents and utilize the inforimatto improve business practices.
H. Have a methodology for reviewing and resolving Critical Incidents received, including

timelines for the process.
l. Address Critical Incidents that may need resolution at the IDHW level.
J. Ensure that all documents pertaimjrio Critical Incident investigations and resolutions
are preserved in an orderly and accessible manner.
K. Respond to Critical Incidents within twerkyur (24) hours based on the following
criteria:
1. Reports of abuse, neglect, or exploitation shall be repditnmediately to
Adult/Child Protection and to the appropriate law enforcement agency within four (4)
hours;
2. A report of any Critical Incident that may impact the health and/or safety of an
Enrollee must be responded to as appropriate to ensure the headthsafety of the
Enrollee; and
3. May result in an interim resolution/response until a permanent
resolution/response can be accomplished.

XXXVI.Grievances and Appeals

A. The Health Plan shall implement and maintain a system for Enrollees meeting all

regulation requirements, including a grievance process, an appeal process, and access to the

IDHW fair hearing system, which complies with 42 CFR § 43820)@&nd allows anknrollee

0KS 2LIRNIdzyAaide (G2 OKFIftftSyasS GKS 1SIHTOGK tflFyQa
B. ¢KS I'SFHfEGK tflyQa DNASGIyOSa FyR ! LISt a {&
appeal process, and access to the IDHW fair hearing system. The Ge®aad Appeals System
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requirements apply to all three components of the grievance system. The Grievances and
Appeals System shall include the following provisions:

1. Filing Procedures
a) An Enrollee may file a Grievance or a Health BerelAppeal.
b) An Enrtlee may be represented by legal counsel at their own expense,
2N o6& | NBLINBaSyidlGAaA@dS 2F GKS 9yNRffSSQ:

GNAGGSY adlradSYSyid AyRAOIFIGAY3 KAA 2N KSNJ
representative before thé&rovider will be permitted to assume that role.
C) CKS 9yNRftSS 2NJ GKS 9y NRfftSSQa NBELINB
Appeal either orally or in writing, with the Health Plan or IDHW. If filed with
IDHW, the Grievance or Appeal will be forwarded to the Heliém. If the
grievance or appeal is regarding an IDHW action impacting the Enrollee, IDHW
will route the grievance or appeal through the State Fair Hearing process and
notify the Health Plan of the outcome.
d) lyfSaa GKS 9y NRffSS tiexduedts@xpsdieNR2 f f SSQ
resolution, an oral request for an Appeal must be followed by a written request.
2. CAYAY3AY ¢KS 9yNRffSS 2 NIsikyK@Ecaeyds { f SSQa
days from the date the Notice of Action was mailed to file an Appeal. A Grievance may
be filed at any time
3. Notice of Action¢ KS | S+ fGK tflyQa LRtAOASa FyR LI
following requirements for notifying Enrollees and Providef Action(s) the Health Plan
has taken or intends to take that negatively affects eligibility or services.

a) The Notice must be in writing and must meet the language
requirements of 42 CFR § 438.10(c) and (d) to ensure ease of understanding.
b) The Notice mst explain the following:

(2) The Action the Health Plan has taken or intends to take;

2) The reasons for the Action and the applicable rufeste or

Federal, that support the Action;

3) The rights of the Enrollee or Provider to file an appeal and

procedures foiexercising Health PldrevelAppeal rights;

4) ¢CKS 9yNRfftSSQa NARIKOG (2 NBLINBaSy
represented by a person of his or her choosing;

(5) ¢CKS 9yNRfftSSQa NARIAKG (2 0SS LINRJDAR
charge, reasonable access to and copieslalocuments, records, and

20KSNI AYTF2NXYIFGA2Yy NBES@OIyid G2 GKS 9y
information includesMedicalNecessity criteria, and any processes,

strategies, or evidentiary standards used in setting coverage limits;

(6) The circumstancesnder which expedited resolution is available

and how to request it; and

(7) ¢KS 9yNRfftSSQa NARIKG (2 KI @S 06SyS
resolution of the Appeal, how to request that benefits be continued,
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and the circumstances under which the Enrollee will ljuieed to pay

the costs of these service.

(8)  Thatthe rules governingth®i I 4§ SQa FIF ANJ KSINAy3I 3
available to an Enrollee who exhausts appeal rights with the Health

tfrysS FNB F2dzyR AYy L5!'t! wmMcodnpPdPno &
Proceeding | YR 5SOf I N} 62NE wdzf Ay3aoé

c) A copy of the Notice of Action must be maintained in the Enrollee file.
4. Timing of Notice of ActiarThe Health Plan shall mail the notice within the
following timeframes:

a) For termination, suspension, or reduction of previousiyharized

Covered Services, at ledst (10) days before the date of action. In the event of
verified probable recipient fraud, the period of advance notice is shortened to
five (6) days. Notice shall be given by the date of the action for the following,
pursuant to in 42 CFR 8§ 431.211, § 431.213, and § 431.214:
8} The death of an Enrollee
2) A signed Enrollee statement requesting service termination or
providing information that requires the termination or reduction of
services
B) ¢KS 9y NPTt t Srkrowin, andRriaiNdBe&téd toithie
Enrollee has no forwarding address
4) The Enrollee has been accepted for Medicaid services by
another local jurisdiction
(5) CKS 9yNRftSSQa LKEaAOAlYy LINBaONROG
care
(6) The safety or health of the Enroll@®uld be endangered, the
9YNRffSSQa KSIfGOK AYLNR@GSa adzFFAOASY
transfer or discharge, or an immediate transfer is required by the
9y NRffSSQa dzNBESyld YSRAOIfT ySSRao®

b) For denial of payment, at the time of any action affecting the claim.

c) For standard service authorization decisions that deny or limit services,
within the timeframe specified in 42 CFR § 438.210(d)(1).

d) If the Health Plan extends the timeframe in accordandth 42 CFR §

438.210(d)(1), it shall:
(2) Give the Enrollee written notice of the reason for the decision
to extend the timeframe and inform the Enrollee of the right to file a
Grievance if he or she disagrees with that decision; and
(2) Issue and carry out idetermination as expeditiously as the
Enrollee's health condition requires and no later than the date the
extension expires.
e) For service authorization decisions not reached within the timeframes
specified in 42 CFR 8§ 438.210(d) (which constitutes a derdak thus an
adverse action), on the date that the timeframes expire.

Paged6 of 257



f) For expedited service authorization decisions, within the timeframes
specified in 42 CFR § 438.210(d).
5. Handling of Grievances and AppedlsK S | SI f G K tf I yQa LJ32f A OA!
for handling Grievances and Appeals shall include the following requirements:
a) The Health Plan shall provide the information specified at 42 CFR 8§
438.10(g)(1) about the Grievance and Appeals system to all Providers and
subcontractors at the time they ententio a contract.
b) The Health Plan shall give Enrollees any reasonable assistance in
completing forms and taking other procedural steps including, but not limited to
providing interpreter services and tdllee numbers that have adequate
TTY/TTD and interpret capability.

c) The Health Plan shall acknowledge receipt of each Grievance and
Appeal.
d) The Health Plan shall ensure that individuals who make decisions on

Grievances and Appeals are individuals who:
8} Were not involved in any previous level of review or diect
making; and
2) Are health care professionals who have the appropriate clinical
SELISNIAAS Ay GGNBIFGAYy3I GKS 9yNRftSSQa
by IDHW, when deciding an Appeal of a denial that is based on Medical
Necessity or lack thereof, orGrievance regarding denial of expedited
resolution of an Appeal, or a Grievance or Appeal that involves clinical
issues.
3) Take into account all comments, documents, records, and other
information submitted by the Enrollee or their representative without
regard to whether such information was submitted or considered in the
initial adverse benefit determination.

e) ¢KS ISIHfEOGK tflryQa !'LIISIFE tNROSaa aKkt
(2) Provide that oral inquiries seeking to appeal an Action are
treated as Appeals to establish the earliest pblssfiling date, and are
confirmed in writing unless the Enrollee or the Provider requests
expedited resolution;
2) Provide the Enrollee a reasonable opportunity to present
evidence and testimony, and make legal and factual arguments, in
person as well as writing (the Health Plan shall inform the Enrollee of
the limited time available for this in the case of expedited resolution);
3) Provide the Enrollee and his or her representative opportunity,
before and during the Appeals process, to examine the En@liee Ol a S
file, including medical records, other documents and records, and any
new or additional evidence considered, relied upon, or generated by the
Health Plan (or at the direction of the Health Plan) during the Appeals

Paged7 of 257



process. This information must Ipeovided free of charge and
sufficiently in advance of the resolution timeframe; and
(4) Include, as parties to the Appeal, the Enrollee and his or her
authorized representative, and the legal representative of a deceased
Enrollee's estate, whenever applicable
f) The Health Plan shall establish and maintain an expedited review
process for Appeals, when the Health Plan determines (for a request from the
Enrollee) or the Provider indicates (in making the request on the Enrollee's
behalf or supporting the Enrolleefequest) that taking the time for a standard
resolution could seriously jeopardize the Enrollee's life or health or ability to
attain, maintain, or regain maximum function.
D The Health Plan shall ensure that punitive action is neither
taken against #rovider who requests an expedited resolution or
supports an Enrollee's Appeal.
2) In the event the Health Plan denies a request for expedited
resolution of an Appeal, the Health Plan shall transfer the Appeal to the
thirty (30) calendar day timeframe for stdard resolution and make
reasonable efforts to give the Enrollee prompt oral notice ofdkeial
andfollow up within two (2) calendar days with a written notice.
3) Once an Enrollee files an expedited appeal, no Enrollee follow
up is required.
0)] The Health Rn shall dispose of Grievances for which there is an
AYYSRALFGS KSIFtGK 2NJ al ¥SiGe O2yOSNy & Si
condition requires, and mail written notice of the disposition within two (2)
business days of the disposition for Grievaneeived in writing. Grievances
received orally may be resolved orally.
h) The Health Plan shall dispose of Grievances for which there is neither an
immediate health or safety issue nor a resolution response/time frame defined
in rule or law within thirty (8) days, and mail written notice of the disposition
within ten (10) calendar days for Grievances received in writing. Grievances
received orally may be resolved orally.
i) The Health Plan shall dispose of Grievances for which
resolution/response time frameare defined in rule or law, within the time
frames specified in rule or law. The Health Plan shall mail written notice of the
disposition no later than two (2) business days of the disposition for Grievances
received in writing. Grievances received oraligty be resolved orally.
) The Health Plan shall resolve each Appeal, and provide notice as
SELISRAGARZdzaATE 4 (GKS 9yNRffSSQa KSIFfGK
following timeframes:
D Health Plar_evelAppeals Thirty (30) calendar days from the
date the Health Plan receives the Appeal.
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2) Expedited Health PldrevelAppeals A maximum of three (3)
business days after the Health Plan receives the Appeal.
3) Extension of timeframesHealth Plan may extend the
timeframes for Health PlabevelAppeals and Gagvances by up to
fourteen (14) calendar days if the Enrollee requests the extension, or if
the Health Plan shows that there is a need for additional information
FYR (G4KS RStle& Aa Ay GKS 9yNRffSSQa A
k) Requirements following extension. If the Hedlan extends the
timeframe, it must complete all of the following:
D Make reasonable efforts to give the Enrollee prompt oral notice
of the delay
2) Within two (2) calendar days, give the Enrollee written notice of
the reason for the decision to extend thenieframe and inform the
Enrollee of the right to file a grievance if he or she disagrees with that
decision and
B wSaz2t @S GKS LISt a SELSRAGAZza
condition requires and no later than the date the extension expires.
)] Notice of Grevance dispositions for Grievances received in writing shall
be provided to the affected parties in writing in a manner that meets, at
minimum, the standards described at 42 CFR 8§ 438.10. The notice must include:
8} A statement of the Grievance issue(s);
2) A summary of the facts asserted by each party;
3) The Health Plan decision supported by a wetisoned
statement that explains how the decision was reached; and
4) The date of the decision.
m) For all Appeals, the Health Plan shall provide written notice of the
disposgtion in a format and language that, at minimum meet the standards
described at 42 CFR § 438.10. The notice must include:
D A statement of the issue(s) on Appeal;
2) A summary of the facts asserted by each party;
3) ¢KS 1SFEGK tflyQa welt@sbrned 2y & dzLJLJ2 N
statement that explains how the decision was reached; and
4) The date of the decision.
n) C2NJ ! LJJSIta y23 NBaz2t @SR Ay Tl @2N 27
disposition notice shall also include:
1) The right to request a State fair hearing and iastion on how
to do so;
(2) The right to request to receive benefits while the hearing is
pending, and instruction on how to make the request; and
3) Notice that the Enrollee will be held liable for the cost of those
benefits if the State fair hearing decisiondK 2 f Ra G KS | SIf 0K t
action.
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6. Continuation of Benefits While Health Plan Appeal and State Fair Hearing are
Pending:

a) Timely filingp | SFHEGK tflyQa LRftAOASE | yR LI

FAEfAYIE F2NI LIdzNLI2 aSa 27F ofkhe @dllowing Ol A 2y
(2) Within ten (10) calendar days of the Health Plan mailing the
Notice of Actionor

2 ¢KS AYyGSyRSR STFSOGA@S RKHGS 27

action.

b) Continuation of benefit® ¢CKS 1SIHEOdK tfly acKlff

benefits if:

- a

0 K

@)

(1) The9y NREtSS 2NJGKS 9y NRfftSSQa | dzii K

the Appeal in a timely manner;

2) The Appeal involves the termination, suspension, or reduction
of a previously authorized course of treatment;

3) The services were ordered by an authorized Provider;

4) The original period covered by the original authorization has not
expired; and

(5) The Enrollee requests extension of benefits.

7. Duration of Continued or Reinstated BenefitsF = i GKS 9y NRf f SSQ:

I SFEGK tfly O2ydAy dzS aenditdviléte y\@dpéal isipdriing K S
the benefits must be continued until one (1) of the following occurs:

a) The Enrollee withdraws the Appeal;

b) Ten (10) calendar days pass after the Health Plan mails the notice,

providing the resolution of the Appeal agaitise Enrollee, unless the Enrollee,

within the ten (10) calendar day timeframe, has requested a State fair hearing

with continuation of benefits until a State fair hearing decision is reached;

c) A State fair hearing office issues a hearing decision adtetbe

Enrollee; or

d) The expiration or service limits of a previously authorized service is met.
8. Enrollee Responsibility For Services Furnished While the Appeal Is Pefdang
Health Plan shall have a system in place to recover the cost of servicebddrtosthe
Enrollee if the final resolution of the Appeal is adverse to the Enrollee and benefits were
continued pending Appeal to the extent they were continued solely by reason of this
Section and in accordance with 42 CFR 438.420(d).
9. Miscellaneous Regments

a) In all aspects of the Grievances and Appeals system, the Health Plan

9y N

must comply with Idaho Code 8890 = & ! Rdzf G ! 6dzAS>X bS3t SO

I Ol o¢

b) The Health Plan shall train staff with regard to the IDHW fair hearing
process, including compliy 0S gA G K (GKS L512Qa awdz S
/' aS t NPOSSRAy3a FyR 5SOf NI G2NE wdz
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c) Information Regarding the Grievance and Appeals SysfEine Health
Plan shall provide the information specified in this Section regarding the
Grievances and Appeals system to all Providers and subcontractors. Information
on how to file a Grievance or Appeal must be provided to the Enrollee at
enroliment and annually thereafter.
d) Recordkeeping and Reporting Requirement$e Health Plan shall
maintainrecords of Grievances and Appeals and shall review the information for
quality assurance purposes. The Health Plan shall submit a detailed report on
Fff DNAS@GIyOSa FyR ! LIISIta G2 GKS /2y N
records must be accuratetpaintained in a manner accessible to the IDHW and
available upon request to CMS.
e) The contract shall ensure that Enrollees are advised of where they can
get help with reporting elder abuse/neglect/exploitation or where to report
Medicaid fraud on the IDHWebsite at:
http://healthandwelfare.idaho.gov/Medical/tabid/61/Default.aspx
f) Effect of Reversed Appeal Resolutions
(2) If the Health Plan or the State fair hearing officer reesra
decision to deny, limit, or delay services that were not furnished while
the Appeal was pending, the Health Plan shall authorize or provide the
RA&LMzi SR aSNWAOSa LINRYLIWGfe yR a SE
condition requires but no later tin seventytwo (72) hours from the
date it receives notice reversing the determination.
(2) If the Health Plan or the State fair hearing officer reverses a
decision to deny authorization of services, and the Enrollee received the
disputed services while the fpal was pending, the Health Plan must
pay for those services.
Q) Requirements for State fair hearings
D Availability. IDHW permits the Enrollee to request a State fair
KSFENAY3A gAGKAY 2yS KdzyRNBR (GgSyie owm
exhaustion of theHealth Plan level Appeal procedures, from the date of
0KS I1'SIHfTOGK tftlryQa y20A0S 2F NBaz2f dzia
(2) Deemed exhaustion of appeals procesdaghe event that the
Health Plan fails to adhere to the notice and timing requirements in this
section, the Enrolled & RSSYSR (2 KIF@S SEKIdzadSR
appeals process, and the Enrollee may initiate a State fair hearing.
1) Parties The parties to the State fair hearing include the Health
Plan as well as the Enrollee and his or her authorized representative or
the representative of a deceased Enrollee's estate.
h) The Health Plan shall log all appeals and grievances in an-IDHW
approved database such that the IDHW may have access ttimeatlata
regarding grievances and appeals filed with the Health Plan.
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XXXVIIQualityManagement/Quality Improvement Program

A. The Health Plan shall conduct performance improvement projects, including any
performance improvement projects as required by the IDHW and/or CMS, in consultation with
other stakeholders.
B. IDHW will utilize an External Quality Review Organization (EQRO) to conduct an annual
external quality review of contract implementation, outcomes, timeliness of, and access to, the
services covered under the contract.
1. The Health Plan shall cooperatelyuh any quality reviews conducted by an
EQRO.
C. The Health Plan shall develop a QM/QI program and implement and maintain a written
comprehensive QM/QI Plan that clearly defines its quality improvement structures and
processes and assigns QM/QI responsigdlito qualified individuals. The QM/QI Plan must
include the following:

1. A process to immediately remediate all individual findings identified through its
monitoring process;

2. A process to track and trend all individual findings;

3. A process to identifgystemic issues of poor performance and/or non
compliance;

4, A process to implement remediation and strategies to improve processes and
resolve areas of nenompliance; and

5. A process to measure the success of remediation and strategies in addressing

identified issues.
D. Quality Management ¢ KS | SI{f 0K tflFyQa va LINRINIY &Kt
procedures that document processes or methods through which the Health Plan ensures clinical
guality, access and availability of services, continuity and coordinafioare, and that include
all related contractual requirements.
E. Quality Improvement¢ KS | S+t 0K tfFyQad vL LINPINIY &KI ff
1. The formation of a Quality Assurance Program Improvement Committee which
includes innetwork medicalBehavioralHealth, andLTQoractitioners and Providers to
establish and oversee QM/QI functigns

2. Sufficient resources (staffing, data resources, and analytical resources) to
manage the QM/QI program
3. Processes to demonstrate how the results of the QM program are tased

address service delivery, Provider, and other QM issues as they are identified and to
improve the quality of physical healtBehavioralHealth, andLTC;

4. QI projects designed to achieve, through ongoing measurement and
interventions, significant impre@ments sustained over time (expected to have a
favorable effect on health outcomes) and Enrollee satisfaction in clinical andlimical
care

5. Measurements of QI projects which include objective quality indicators
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6. Processes to solicit feedback and necnendations from key stakeholders,
Providers, subcontractors, Enrollees, families and/or guardians of Enrollees and
methods for using the feedback and recommendations to improve the quality of care
and system performance

7. Implementation of system interveins to achieve improvements in quality
8. Evaluation of the effectiveness of the system interventjons
9. Planning and initiation of activities for increasing or sustaining improvement

100 t NPOSaasSa (2 SyadaNB GKS |1 SIfdK tflyQa
assuances and reporting on performance measures required under the A&D Waiver,
with a compliance focus developed in collaboration with the IDHW. This includes
participation in efforts by the IDHW to prevent, detect, and remediate critical incidents
consistentwith assuring beneficiary health and welfare that are based on the
requirements for home and communityased waiver programs under 42 CFR §
441.302(h)
11. Mechanisms to evaluate efficiency and appropriateness of service delivery
including the quality and apppriateness of care furnished to Enrollees with special
health care needs and Enrollees receiMifigsSincluding assessment of care between
care settings and a comparison of services and supports received with those set forth in
GKS 9yNRftSSQa L/t
12. Ensunng reports related to QI projects are submitted to IDHW quarterly, and as
requested and
13. Ensuring QI projects are completed in a reasonable time period to allow
information on the success of QI projects in aggregate to produce new information on
guality ofcare every year.

a) The Health Plan must have in place, at minimum, @elinical and

one (1) non-clinical QI project at any given time.

b) All proposed QI projects must be approved by the IDHW.

c) The Health Plan must report on the status of each QI projeet on

quarterly basis.

XXXVIIUtilization Management (UM) Program

A. The Health Plan shall operate and maintain a UM program that supports the QM/QI
program. The UM program description, work plan, and program evaluation shall be exclusive to
IDHW and shall not contadocumentation from other state Medicaid programs or product lines
operated by the Health Plan. The UM program description, associated work plan, and annual
evaluation of the UM program shall be submitted to IDHW for approval prior to implementation
andinclude the following requirements:

1. Ensure staffing includes a designated senior physiciBahavioralHealth care

clinician designated by the Medical Director for the implementatioBedfavioral

Health aspects of the program, and_@(Qorofessional dagnated by the Medical

Director for the implementation of th&TCaspects of the program.
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2. Ensure staffing includes representatives from appropriate specialty areas. Such
specialty areas shall include, at a minimum, cardiology, epidemiology, OB/GYN,
psychatry, and substance use disorders.
3. All UM staff shall:
a) Be in compliance with all applicalffederal and State statutes and
regulations and professional licensing requirements.
b) Have a minimum of two (2) years of experience in managed care, peer
review acivities, or both.
c) Not have had any disciplinary actions or other type of sanction taken
against them, in any state or territory, by the relevant professional licensing or
oversight board, Medicare, or Medicaid programs.
d) Not have any legal sanctions relaito his or her professional practice
including, but not limited to malpractice actions resulting in entry of judgment
against him or her, unless otherwise agreed to by IDHW.
e) Have sufficient clinical expertise and training to interpret and apply the
UM crteria and UM practice guidelines.
f) Receive ongoing training regarding interpretation and application of the
UM practice guidelines.
4, Use appropriately licensed professionals to supervise all Medical Necessity
decisions and specify the type of personnel resgible for each level of UM, including
prior authorization and decision making.
5. Ensure that compensation to individuals or entities conducting UM activities is
not structured to incentivize the individual or entity to deny, limit, or discontinue
Medically Necessary Covered Services to any Enrollee. 42 CFR § 438.6(h), 42 CFR §
422.208 and 422.210

6. Have in place policies, procedures, and systems that at a minimum:
a) Identify instances of oveand underutilization ofemergency room and
other services;
b) Identify aberrant provider practice patterr(gespecially related to
emergency room, inpatient services, and drug utilization);
c) Identify critical quality of care issues;
d) Ensure requests for initial and continuing authorizations of services are

processed per 42KR § 438.210(b) and include mechanisms to ensure

consistent application of review criteria for authorization decisions and ensure
consultation with the Provider requesting peaithorization of service, when

appropriate; and

e) Ensure any decision to deny a service authorization request or to

authorize a service in an amount, duration, or scope that is less than requested

is made by a physical health BehavioralHealth care professional who has

F LILINE LINA F GS Of AyAOLt SELISNIA&EZS Ay GNBI G
in the case of. TGservices, & T(Qorofessional who has appropriate expertise in
providingLTGCservices.
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7. Link Enrollees to disease managernand Care Coordination.

8. Encourage health literacy and informed healthcare decisions.

9. LRSYGATe YR FRRNX&aa oF NNASNE GKI G YI @&
healthy lifestylessuch as obtaining preventive care and successful participatiorug d
maintenance programs.

10. Identify high utilizers of emergency room services and/or other services and

LISNF2NY 2dziNBFOK YR &AO0ONBSYyAy3da Ay O22NRAYL

ensure services are coordinated, prevent duplication, and inforchearcourage
Enrollee participation in appropriate disease management@are Coordination.

11. Utilize UM data to identify additional disease management programs that are
needed.
12. Monitor access to preventive carepecifically to identify Enrollees who aretn

accessing preventive care services in accordance with industry accepted preventive care
standards and IDHW recommended preventive care guidelines with a focus on Enrollees
with special needs, diagnoses of severe mental illness, or substance abuse.

13. Devdop education, incentive, and outreach plans to increase Enrollee
compliance with preventive care standards.

14. Establish UM practice guidelines in accordance with 42 CFR § 438.236 based on
valid and reliable clinical evidence or a consensus of healthcafegsionals in the

particular field that ensure decisions for UM, Enrollee education, and coverage of

;
Y

[j

ASNIBAOSE FFNB LK ASR Ay I O0O2NRIFYyOS gAGK (KS

guidelines shall:

a) Consider the needs of Enrollees.

b) Be adopted in @nsultation with Providers.

c) Be reviewed and updated as appropriate.

d) Be disseminated to all affected Providers, and upon request to Enrollees

and Potential Enrollees in a manner that is accessible and understandable.

e) Meet all standards of the Health §1&8Q & I OONBRAGAY I Sy (A G

f) Include and provide timeframes for the following requirements:
D Complete initial requests for prior authorization of services;
2) Complete initial determinations of Medical Necessity;
3) Complete Provider and Enrollee appeals and expddifgpeals
for prior authorization of service requests or determinations of Medical
Necessity, peBate law and in accordance with th@rievances and
AppealsSection;

4 b2iATe tNRPOARSNER FYyR 9yNRfftSSa Ay

decisions on initial prioauthorization requests and determinations of
Medical Necessity;

(5) b2iATed tNROARSNAR FyR OyNRfftSSa 27

appeals and expedited appeals of prior authorization requests and
determinations of Medical Necessity;
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(6) Routinely assess thefettiveness and the efficiency of the UM
program;
(7) Evaluate the appropriate use of medical technologies, including
medical procedures, diagnostic procedures and technolBglavioral
Health treatments, and pharmacy formularies and devices;
(8) Target areas afuspected inappropriate service utilization;
9) Detect over and undeutilization of emergency room services
and other services;
(10) Routinely generate Provider profiles regarding utilization
patterns and compliance with utilization review criteria and policies;
(11) Compare Enrollee and Provider utilization with norms for
comparable Enrollees and-iretwork Providers;
(12) Routinely monitor inpatient admissions, emergency room use,
ancillary, out of area services, and aftnetwork services, as well as
BehavioralHealth inpatient and outpatient services;
(13) Ensure that treatment and Discharge Planning are addressed at
the time of authorization and concurrent revieand that the
treatment planning includes coordination with the PGther Providers,
and other supports iderfied by the Enrollee as appropriate;
(14) Maintain distinct policies and procedures regardiritC
services specify the responsibilities and scope of the ICT in
recommendind-TGservices and providing service authorizations to
Providers
(15) Document access to BahCertified Healthcare Professionals to
assist in making Medical Necessity determinations;
(16) Refer suspected cases of Provider or Enrollee Fraud or Abuse to
IDHW;
(17) Identify aberrant Provider practice patterns (especially related
to emergency room, impatientesvices, and drug utilization); and
(18) Identify critical quality of care issues.

15. Provide and implement a UM Work Plan that includes but is not limited to the

following activities:

a) Referrals and coordination of Covered Servibesugh the ICT

b) Authorizationof Covered Services, including modification or denial of
requests for such services.

c) Assistance to Providers to effectively provide inpatient Discharge
Planning.

d) BehavioraHealth treatment and Discharge Plannitigough the ICT

e) Monitor and ensure the ggropriate utilization of specialty services,

includingBehavioralHealth services.
f) t NEOARS GNIAYAY3 YR adzLISNBAAAZY
and Providers on:
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D The standard application of Medical Necessity criteria and UM
policies and procedes; and
(2) UM policies, practices, and data reported to the Health Plan to
ensure that it is standardized across all Providers within the Network.
) ¢CKS O2yaraidSyd FLIWXAOFGA2Y YR AYLX S
clinical criteria and guidelines includingetBehavioralHealth clinical criteria
approved by IDHW.
h) Monitor and assess all Health Plan services and outcomes
measurement, using any standardized clinical outcomes measurement tools to
support UM activities.

i) Access, collect, and analyzgch primary are, BehavioralHealth and
LTGservices foQM and Network Adequacy purposes.
i) Monitor utilization through retrospective reviews to:

(2) Identify areas of high and low utilization and key reasons for

these patterns;
2) Assess the Medical Necessity, clinical appetpness of care,
and the duration and. TG and
3) Identify utilization patterns of all Providers by significant data
elements and established outlier criteria for all services.
k) Ensure the services furnished by Providers were appropriate and
Medicallyp SOSaal NB>X | dziK2NAT SRY FyR 0AfftSR A
requirements. This includes monthly review of a random sample of no fewer
than two and onehalf percent (2 1/2 %) of Enrollees to ensure that such
Enrollees received the services fanish Providers billed with respect to such
Enrollees.
)] Monitor issues regarding quality and access to services identified by the
Health Plan, IDHW, Enrollees, and Providers, including the tracking of these
issues and resolutions.
m) Report Medical Necessityetermination decisions at an aggregate level.
n) For A&D Waiver services and PCS, ensure authorization of at least the
level of service required by the UAL.
0) Assess Provider/office staff satisfaction with UM processes to identify
areas for improvement as paof the ProvidelQurvey as described in the
ReportsSection
16. Implement and maintain methods of ensuring the appropriateness of inpatient
care methodologies based on individualized determinations of Medical Necessity in
accordance with UM policies ampdocedures and at a minimum, include the terms
specified below
a) A preadmission certification process for n@mergency admissions.
b) A concurrent review program to monitor and review continued
inpatient hospitalization, length of stay, or diagnostic angillservices
regarding their appropriateness and Medical Necessity.
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17.

c) For emergency admissions, a process to determine if and when based
upon medical criteria, an Enrollee can be transferred to ameitwork facility, if
presently in an oubf-network facilty.

d) Admission review for urgent and/or emergency admissions, on a
retroactive basis when necessary, in order to determine the Medical Necessity
of the admission and the reasonableness of the requested length of stay for the
admission based upon an indivalized determination of Medical Necessity.

Such reviews shall not result in delays in the provision of Medically Necessary
urgent or emergency care.

e) Restrictions against requiring peglmission certification for admissions
for the normal delivery of chilén.
f) Prospective review of same day surgery procedures.

Implementand maintain methods of ensuring the appropriateness of

Emergency Department (ED) utilization by identifying and managing care for Enrollees
with excessive and/or inappropriate ED utilizataetording to the following
requirements

18.

a) Review ED utilization data, at a minimum, every six (6) months to
identify Enrollees with utilization exceeding the threshold defined by IDHW as
ten (10) or more visits in a six (6) month period. The review dueMag! shall
include ED utilization during the preceding July through December; the review
due September 30shall include ED utilization during the preceding January
through June;

b) As appropriate, make contact with Enrollees whose utilization exceeds
the threshold of ED visits defined by IDHW in the previous six (6) month period
and their PCPs for the purpose of providing education on appropriate ED
utilization, and

c) Assess the most likely cause of high utilization and develop a corrective
action plan base on results of the assessment for each Enrollee.

Implement and maintain procedures for profiling, performed by panels of PCPs

identified by the Health Plan, that include the following requirements:

a) The average number of visits per Enrollee assigned th B&P;

b) Identification and evaluation of Enrollee utilization of services provided
by out-of-Network Specialty Providers;

c) Investigation of the circumstances surrounding PCPs who appear to be

operating outside peer norms and intervention, as appropriate, nvaglization

or quality of care issues are identified,;

d) Identification and evaluation of Enrollee utilization of inpatient services;
e) Pharmacy utilization including, at a minimum, PCP prescribing patterns
for generic versus brand name and the number of n&ecprescriptions

written;
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B.

f) Identification and evaluation of Enrollee utilization of advanced imaging

procedures. Advance imaging procedures include: PET Scans, CAT Scans,
MRIs;
Q) Analysis of utilization data including, but not limited to information

provided to the Health Plan by IDHW; and
h) Provide reports as requested by IDHW.

and

19. Comply with all applicable Federal and State statutes and regulations related to

length of hospital stay.

a) IDHW will closely monitor encounter data related to hospital length of

stay and readmissions.
b) IDHW may conduct special studies to assess the appropriateness of
hospital discharges.

¢KS ISIHfOK tfry akKrfft KFE@S | 1 a O2YYAGGSS

Director. The committee shall:

1. az2yAild2N t N2 JA RIBEECheaNBchrez®rdidesi to i Ervdllees;
2. Monitor the medical appropriateness and necessity of Covered Services
provided to Enrollees;

3. Review the effectiveness of the utilization review process and make changes to

the process as needed;

4, Write polides and procedures for UM that conform to industry standards
including methods, timelines, and members responsible for completing each task;
5. Confirm the Health Plan has an effective mechanism in place for@etwork
Provider or Health Plan representatito respond within one (1) hour to all emergency
room Providers twentfour (24) hours per day, seven (7) days per week:

T

a) F'FAGSNI LY 9yNRffSSQa AyAilAlrf SYSNHSyO
b) After an Enrollee has been stabilized and the emergency room Provider

consicers continued treatment necessary to maintain stabilization.

XXXIX.Incentive Programs

A.

IDHW reserves the right to implement a pay for performance program to reward the

I SFEOK tfryQa STFF2NI (2 AYLNROS ljdz f A&

B.

1. Potential incentive programs to be deleped may include but are not limited
to, capitation withholds and/or bonus payments based on performance targets in
priority areas established by IDHW. IDHW will provide advance notice prior to
implementation of such programs.

Provider Incentive PrograsnThe Health Plan may establish a performabesed

I Y R

incentive system including a physician incentive plan for Providers using its own methodology
that complies with alFederal regulations regarding physician incentive plans and provide IDHW
information m its plan as required in the regulations with sufficient detail to permit IDHW to
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determine whether the incentive plan complies with thederal requirements. The Health Plan

shall:

C.

1. Obtain IDHW approval prior to implementing any Provider incentives afatd
making any changes to an approved incentive. IDHW encourages creativity in designing
incentive programs that encourage positive Enrollee engagement and health outcomes.
2. Comply with the requirements set forth at 42 CFR § 422.208 and 42 CFR §
422.210 regarding physician incentive plans in accordance with 42 CFR § 438.6(h) by
reporting the following:

a) Whether services not furnished by the physician or group are covered
by the incentive plan.
b) The type of incentive arrangements and percent of withhaltb@nus (if
applicable).
c) Panel size, and if patients are pooled, the approved method.used
d) Proof the physician or group has adequate stop loss coverage, including
amount and type of stop loss if the physician or group is at substantial financial
risk.

3. Not make incentive arrangements include any payment or other inducement

that serves to withhold, limit, or reduce necessary medical orm@&uical Covered
Services to Enrollees.

4, Ensure that physicians or physician groups have either aggregate-papent
stop-loss protection and conduct annual enrollee surveys if the physician incentive plan
places a physician or physician group at substantial financial risk in accordance with 42
CFR § 422.208(d).

5. Provide adequate and timely information concerningpitg/sician incentive

plan, upon request, to its Enrollees and in any marketing materials in accordance with
the disclosure requirements stipulated in thederal regulations.

6. Ensure that incentive programs are
a) For a fixed period of time;
b) Not renewed autonatically;
c) Made available to both public and private contractors;
d) Not conditioned on intergovernmental transfer agreements; and
e) Necessary for the specified activities and targets.

Enrollee Incentive ProgramBhe Health Plan may establiEnrolleeincentive programs

to encourage appropriate utilization of health services and healthy behaviors using its own
methodology Enrollee incentives may be financial or nonfinancidie Health Plan shall:

1. Obtain IDHW approval prior to implementing any Enroiterntives and before
making any changes to an approved incentive.
2. Ensure that in any Enrollee incentive program, the incentives are tied to

appropriate utilization of health services and/or healthy behaviors. For example, the
Enrollee incentive prograntsan encourage responsible emergency room use or
adhering to prescribed drug maintenance programs. The Health Plan should develop
Enrollee incentives to encourage appropriate utilization of health care services, improve
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adherence to keeping appointmentsidincrease the receipt of health care services in
the appropriate treatment setting.

3. Comply with all marketing provisions in 42 CFR 8§ 438R:igral and State
statutes, and regulations regarding inducements.

XL. Health Information Technology (HIT)

A. TheHealth Plan may develop and utilize HIT initiatives to improve quality of care and/or
reduce overall health care costs. Any HIT initiative must be approved by IDHW prior to
implementation, and IDHW may require the implementation of HIT initiatives dtmgerm of
the contract. HIT initiatives may include:
1. Electronic health record (EHR) that focuses on the total health of the patient,
J2Ay3 o06Se2yR adlyRFNR Ot AyAOFt RIFEGE O2ff SO
ONRB I RSNJ @A S s rehht allows dledirdn® gata @a@nsnmission and data
sharing;
2. Electronic prescribing {grescribing) that may include electronic access to
clinical decision support information and integration with an EHR;
3. Benchmarking that may include pooling data froraltiple Providers and
GOoSYOKYINJAYy3IE 2N O2YLI NAYy3I YSGUNARO&A NBfI (GSF
populations; and
4, Telehealth technology that may include applications and services using/ayo
video, email, smart phones, wireless tools, andestforms of telecommunications
technology to facilitate Providen-Provider consultations and Provider-Enrollee live

interactions.
B. The Health Plashalt

1. Disclose the current or planned relationship between the Health Plan and the
Idaho Health Data Exchange (IHDE) and include the IHDE in HIT initiatives, as
appropriate.
2. Ensure any HIT or Higlated processes support nation&ate, and regional
standard for health information exchange and interoperability.

a) Baseline documentation shall include policies and procedures for

monitoring the standards for health information exchange and interoperability.

XLI.  Hectronic Health Records

A. The Health Plan may assittwork Providers in implementing the use of EHR in their
practice. The Health Plan may assist Providers in:
1. Developing goals for the use of EHR,;
2. Conducting a readiness assessment including, but not limited to the following
areas:
a) Organizational culture
b) Management and leadership
c) Operationaj
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XLII.

d) Technicgland

e) Development of a plan for EHR implementation;
3. Reviewing and documenting existing workflows, including how information
contained in medical records is created, maintained, and exchanged;
4. Identifying bisiness process changes and specific inefficiencies to be corrected
prior to EHR implementation;
5. Determining the most efficient and effective way to convert existing data;
6. Identifying other systems requiring integration, if any;
7. Workflow redesign activitig, including clinic policies and procedures, job
descriptions, and scheduling and billing workflows;
8. Understanding and documenting total costs related to EHR implementation;
9. Documenting Provider or practice requirements for the EHR system, including

registy functionality and report generation capability;
10. Ensuring the reporting functionality includes:

a) Identification of a subpopulation of Enrollees

b) Viewing and manipulation of data

C) Exporting data

d) Creating notifications for Enrollees and Providersd
e) Tracking quality measurgs

11. Ensuring EHRs used by Providers meet the Commission for Certification for
Health Information Technology (CCHIT) 2011 Behavioral Health EHR Certification Criteria
and EHRs used by eligible Providers meet the certification critgidations of 45 CFR

8§ 170;

12. Ensuring EHRs used by Providers can interface with the IHDE;

13. Achieving meaningful use of the EHR system and qualifying for the Medicare or
Medicaid Meaningful Use incentives; and

14. Ensuring policies and procedures are in placernisure compliance with HIPAA
privacy and security regulations.

Fraud and Abuse

A. The Health Plan shall implement and maintain surveillance and utilization control
programs and procedures in accordance with 42 CFR § 456.3, § 456.4, and § 456.23 tmdsafegu
against unnecessary or inappropriate use of services and improper payments. The Health Plan
shall:

1. Have internal controls, policies, and procedures in place that are designed to
prevent, detect, and report known or suspected fraud and abuse actvitie
2. Have a mechanism to verify, by sampling or other methods, whether services

that have been delivered by network providers were received by Enrollees and the
application of such verification processes on a routine basis. The Health Plan shall have
in plae a process to expand an audit when instances of billing for services not rendered
are validated.
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3. Comply with alFederal and State statutes and regulations regarding fraud and
abuse, including, but not limited to § 1128, § 1156, and § 1902(a)(68) obth& S

{ SOdzNAR G& ! OG awSLRNIAY3 FyR Ly@SadAadalraay3
4, Provide adequate staffing and resources to investigate detected offenses; and

for the development and implementation of corrective action plans relating to the

contracted services.

5. Have methods for identification, investigation, and referral of suspected fraud
cases.

6. Report all tips and confirmed or suspected fraud and abuse to IDHW and MFCU
within IDHWspecified timeframes.

7. Investigate all incidents of suspected and/or confirnfiedid and abuse.

8. Notify IDHW when the Health Plan denies a Provider credentialing application

for program integrityrelated reasons or otherwise limits the ability of a Provider to
provide contracted services for program integrity reasons.
9. Make full disclsure of ownership and control information for the Health Plan
and any subcontracting entities, Providers, and business transactions in accordance with
42 CFR § 455.1@0106 and IDAPA 16.03.09, including any time there is a change to any
of the informationon the disclosure form and at any time upon request.
10. Provide written disclosure of any prohibited affiliation of the Health Plan or its
principals, or of any subcontracting entities or Providers, of any prohibited affiliation
under 42 CFR § 438.610.
11. Compy with allFederal requirements in accordance with 42 CFR § 1002 on
exclusion and debarment screening using both the System for Award Management
(SAMhttps://www.sam.govand the DHH®IG List of Excluded Enrollees/Eatt(LEIE)
http://oig.hhs.gov/exclusions/exclusions_list.gsmsuring all taxeporting Provider
entities, including their owners and employees, that bill and/or receive IDHW funds as
the result of this contract are screened against #egleral exclusion databases.
12. Not make payment for a service furnished by an individual or entity when there
is a pending investigation of a credible allegation of fraud against the individual or
entity. Anyunallowable funds made to excluded individuals as full or partial wages
and/or benefits shall be refunded to and/or obtained by IDHW and/or the Health Plan
dependent upon the entity that identifies the payment of unallowable funds to
excluded individualsyith the exception of the provision of emergency services.
13. Report overpayments made by IDHW to the Health Plan and overpayments
made by the Health Plan to a Provider.
a) The Health Plan is entitled to retain recoveries of overpayments to
network Providersrelated to fraud, waste, and abuse.
(2) The IDHW has the right to audit and recover identified
overpayments and assess penalties after twelve (12) months from the
date of service. Overpayments and penalties will be recovered from the
Health Plan.
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b) The Health Rin must report recoveries of overpayments to network
providers as specified in tHeeportsSection.
14. Have a mechanism for network providers to report receipt of overpayments, to
return overpayments within sixty (60) days after the date on which the ovenpay
was investigated, and to notify the Health Plan in writing of the reason for the
overpayment.
15. Except as provided in 42 CFR 8455.19, ensure all Provider claims forms are
imprinted in boldface type with the following statements, or with alternate wogdihat
is approved by IDHW and the Regional CMS Administrator. The statements may be
LINAYGSR F620S GKS OfFAYIyidQa aAiadayl §dz2NB 2 NE
I NBFSNBYyOS G2 GKS adlaSySyda Ydzad LIS NI A
signature.
a) G¢CKAE Aa (G2 OSNIATe GKIFIG GKS FT2NB3IA2A
O2YLX SGSad¢
b) L dzy RSNEGFYR GKFG LI @YSyederdaand G KAa O
State funds, and that any falsification, or concealment of a material fact, may be
prosecuted undeFSRSNJ} f yR {GFGS fF6adé
16. Have a written Fraud and Abuse Compliance PRmpaper and electronic copy
of the Fraud and Abuse Compliance Plan shall be provided to IDHW Program Integrity
Unit within ninety (90) calendar days of the contradeefive date and annually
thereafter. IDHW will provide notice of approval, denial, or modification of the Fraud
and Abuse Compliance Plan to the Health Plan within thirty (30) calendar days of
receipt. The Health Plan shall make any requested updatemdifications available
for review to IDHW as requested by IDHW and/or kielUwithin thirty (30) calendar
days of a request. The Fraud and Abuse Compliance Plan shall include the following:
a) I NR&a|l lFraaSaayvySyid 2F GKS VlUpbogréami K t £ |
AYGSaINARGe LINRPOSaasSa GUKFG AyOf dzRSa I+ A
vulnerable areas and outlines action plans in mitigating such risks. A risk
FaaSaaySyd akKrkrft fa2 o60S adzoYAULGGSR 2y |
after a progranintegrity related action, including financie¢lated actions (such
as overpayment, repaymeyrand fines), is issued on a Provider with concerns of
fraud and abuse. The Health Plan shall inform IDHW of such action and provide
details of such financial aon;
b) An outline of activities for the next reporting year regarding employee
education ofFederal and State statutes and regulations related to Medicaid
Program Integrity against Fraud/Abuse/Waste to ensure that all of its officers,
directors, managers, ahemployees know and understand the provisions of the
I SFfGK tflyQa CNIdzZR FyR !106dzaS / 2YLX Al yO!
c) An outline of activities for the next reporting year regarding Provider
education ofFederal and State statutes and regulations related to Medicaid
Programintegrity against Fraud/Abuse/Waste and on identifying and educating

Y
a
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targeted Providers with patterns of incorrect billing practices and/or
overpayments;
d) Procedures to prevent and detect abuse and fraud in the administration
and delivery of services undthis contract;
e) Descriptions of specific controls in place for prevention and detection of
potential or suspected fraud and abuse, such as:

D Automated prepayment claims edits;

(2) Automated postpayment claims edits;

3) Desk audits on pogtrocessing review ofi@ims;
f) A list of reports of Provider profiling and credentialing used to aid
program and payment integrity reviews;
0)] Surveillance and/or UM protocols used to safeguard against
unnecessary or inappropriate use of services;
h) A list of provisions in the subcamattor and Network Provider
Subcontracts that ensure the integrity of Provider credentials;
i) A list of references in Provider and Enrollee material regarding fraud
and abuse referrals;
) A method for confidential reporting of fraud and abuse to the
designate person;
k) Methods for the prompt investigation and folleup of any suspected or
confirmed fraud and abuse, even if already reported, and/or compliance plan
reports;
) Procedures that ensure the identities of individuals reporting violations
are protectedand that there is no retaliation against such persons;
m) Specific and detailed internal procedures for officers, directors,
managers, and employees for detecting, reporting, and investigating fraud and
abuse;
n) A requirement that any confirmed or suspected Wder fraud and
abuse undefederal or State law be reported to the IDHW and MFCU and that
Enrollee fraud and abuse is reported to the MFCU;
0) Work plans for conducting both announced and unannounced site visits
and field audits to Providers defined as hrggk Providers with cycle/auto billing
activities and Providers offering Durable Medical Equipment (DME), home
health, mental health, or nomedical transportation services; to ensure
services are rendered and billed correctly;
p) Methods of ensuring compliece with the applicable requirements of
the Model Compliance Plan for Medicaid MCOs or Medicare + Choice
Organizations/Medicare Advantage plans issued by the BHIBS
q) Reporting of fraud and abuse activities as required inRleports
Section, including & number of complaints of fraud and abuse that warrant
preliminary investigation. For each which warrants investigation, reporting of
GKS 9yNRfftSSQa ylIYS YR ARSYGAFAOIGARZ2Y S
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nature of complaint, approximate dollarsviolved, and legal and administrative

disposition of the case;

r Exclusion checking that includes conducting a monthly comparison of

their Provider files, including atypical Providers, against the System for Award

Management (SAMttps://www.sam.goy the DHHSOIG LEIE

http://oig.hhs.gov/exclusions/exclusions_list.gdpe Idaho Medicaid exclusion

list located at:

http://www.healthandwelfare.idaho.gov/Portals/O/Providers/Medicaid/Provide

rExclusionList.pdfand providing a report of the result of comparison to IDHW

each month;

S) Establishment of an electnic database to capture identifiable

information on the owners, agents, and managing employees listed on

t NEOARSNEQ 5Aa0ft2ad2NB F2N¥YaT |yR

t) Prompt termination of Providers due to inactivity in the past twelve (12)

months.
17. Have a designated compliance offieard Regulatory Compliance Committee
that are accountable to senionanagement andhave effective training and education
F2NJ 0KA&a O2YYAGGSS yR F2NJGKS I SIFfGK tflFy(¢
Committee must be charged with overseeing the orgariizA 2 y Q& O2YLX Al yOS L
and its compliance with the requirements under this contract. The Health Plan must
ensure effective lines of communication between the compliance officer and the Health
tflyQa SyLitz2esSSao

a) The Regulatory Compliance Committee mesthblish and implement

procedures and a system with dedicated staff for routine internal monitoring

and auditing of compliance risks, prompt response to compliance issues as they

are raised, investigation of potential compliance problems as identifi¢oein

course of selevaluation and audits, correction of such problems promptly and

thoroughly (or coordination of suspected criminal acts with law enforcement

agencies) to reduce the potential for recurrence, and ongoing compliance with

the requirements uder the contract.

18. Haveenforcement of standards through wedlblicized disciplinary guidelines
XLIII. Information Systems and Data Security
A. The Health Plan shall implement and maintain an Information Systems and Data Security

Plan thatincludes buis not limited to, all of the requirements in Attachmen - Information
Systems The Health Plan shallbmitthe Information Systems and Data Security Plan for
approval prior to implementation.

B. The Health Plan shall comply with the requirements in Attachm@ntinformation
Systemsprovided, however, in the event a change in a vendor is required, the IDHW and Health
Plan will endeavor to work in good faith to minimize the operational and financial impact of

such change.
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XLIV. Claims Management System

A. The Health Rn shall maintain an IDHW approved Claims Management System to
process and audit Provider claims that includes the following:
1. A system for verifying and ensuring that Providers are not submitting claims or
EncounterData for services that were not provide
2. Policies and procedures to monitor the accuracy of claims adjudication that
include:
a) Methods to ensure all procedures or encounters are accurately priced;
b) A method to ensure the filing deadlines fornetwork Provider claims
adzoYAaaA2Y A& AYyOtdzZRSR Ay Fftf 2F (GKS 1 S|
and
c) A filing deadline for oubf-network Provider claims submission twelve
(12) months from the datefcservice.
3. A claims processing system that supports paper and electronic claims

submission for both in and owf-network Providers and accepts claims submitted via
standard electronic data interchange (EDI) transactions directly from Providers, through
at NP GARSNRA AYUSNYSRAIFINES | yRofn#twa& NI Of F AYAT
Providers to establish a Health Plgpecific Provider number to receive payment.
Health Plan may accept paper claims instead of electronic, upon a demonstration of
good caus by the provider in accordance with criteria in appropriate Health Plan
L2t AOASE YR LINPOSRdANBad ¢KS 1SFHEGK tfl yQa
a) Process all claim types (e.g., professional and institutional claims);
b) Uniquely identify the Provider of theervice (ensuring all billing
information related to taxreporting business entities and information related to
individuals who provide services are properly reported on claims);
c) Indicate the date of claim receipt by the Health Plan (the date the
HealthPlan receives the claim as indicated by a gstanp);
d) Ensure accurate history of actions taken on each Provider claim (i.e.,
paid, denied, suspended, appealed, etc.);
e) Indicate the date of claim payment (the date of the check or other form
of payment);
f) Include all data elements as required by the Health Plan and IDHW for
EncounterData submission;
9) Track and report service use against benefit limits in accordance with
GKS 1'SFHfTdK tftlFyQa YSiKz2R2ft23eT
h) Run a minimum of one (1) Provider payment cycle perkyea the
same day each week, as determined by the Health Plan and approved in writing
by IDHW; and
i) Not employ offsystem or gross adjustments when processing
corrections to paymengrrors unlesgrior written authorization is received
from IDHW.
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XLV.

4, The capaity to coordinate benefits in accordance with 42 CFR 8433, Subgart D
Third Party Liability, when an Enrollee has more than one payer. Coordination of
benefits rules apply when an Enrollee enrolls in the MMCP and continues to be enrolled
in his/her emplyer/unionorspod SQ& 3INR dzLJ KSFf 6K o0SySTAGA LI
B. The Health Plan shall provide a hard copy Explanation of Benefits statement (EOB) on a
monthly basis, at a minimum, to each Enrollee that includes:
1. Summary of all claims submissions, except dental cldiithasd to the Health
Plan on behalf of the Enrollee during the EOB timeframe
2. To whom payments were sent;
3. Explanation of any charges the Health Plan did not aagt
4. I AGFrGA2y 2F GKS 9y NREfSSQa | LIISFE NRARIKIJ:
C. The Health Plan shall provide each Rdevwith a Remittance Advice (RA) via hard copy
or HIPAA payment transaction, based on individual Provider preference, in conjunction with the
payment cycle.
1. The RA shall:
a) Indicate the disposition for each adjudicated claim by claim type unique
to eachProvider and by capitated payments generated and paid by the Health
Plan;
b) Include a status report with explanatory remarks related to the
payment or denial of each claim including, but not limitedird Party Liability
(TPL) data;
c) Specifically identify all information and documentation the Provider is
required to submit on a partially or totally denied claim; and
D. The Health Plan shall maintain staff of qualified, medically trained, and appropriately
licensed personnel, consistenitiv NCQA accreditation standards to perform ppayment
review of claims to ensure services provided were Medically Necessary.
E. The Health Plan shall implement an IHDW approved internal claims dispute procedure
that includes the following requirements:
1. Providers may file a dispute if he or she disagrees with a claim decision
regarding the denial or payment of a claim;
2. A method for Providers to have disputed claims reviewed by independent
reviewers who are not Health Plan employees; and
3. Systematically capte the status and resolution of all claim disputes and all
associated documentation.
F. The Health Plan shall comply with the IDHW random sample audits of claims and
provide all requested documentation, including but not limited to Provider claimsyunter
Data submissions, applicable medical records, and prior authorizations in the form, manner, and
timeframe determined by IDHW.

Prompt Payment

A. The Health Plan shall:
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1. Pay Providers in accordance with the standards set forth in Idaho Code Title 41,

Chapter56, and Federal regulations at 42 CFR § 447.45(d), unless the Health Plan and
Provider agree to an alternate payment schedule and method.
a) Pay or deny ninety percent (90%) of clean claims within thirty (30)
calendar days of receipt of the claim.
b) Pay or @ny ninetynine percent (99%) of all clean claims within ninety
(90) calendar days of receipt of the claim.
C) If the claim is a paper claim, pay or deny ninety percent (90%) of clean
claims within fortyfive (45) calendar days of receipt of the claim.
2. The Health Plan shall have a contingency plan to makeataim payments to

Providers in cases where claim payments cannot be made by thirty (30) calendar days of

receipt of the claim for ninety percent (90%) of clean claims and ninety (90) calendar
days fran the receipt of the claim for ninetgiine percent (99%) of clean claims.

XLVI. Third Party Liability and Overpayment Safety Nets

A.

IDHW will compute the capitated payments based on claims experience that includes

the net of TPL collections by the Health Plan.

B.

The Health Plan shall:

1. OG0 a GKS {GFdSQa F3aASyid (pywidaxCEB i
433 Subpart D42 CFR § 447.28nd 42 CFR 8 434.6(a)(9);

2. Provide any thireparty resource information in a format and media described
by IDHW; and

3. Cooperate as requested by IDHW or any IDHW cost recovery vendor.
SubrogationThe Health Plan shall:

1. Seek all subrogation amounts as requiredbgleral Medicaid guidelines; and

2. Treat all subrogation recoveries collected by the Health Plan outside of the

¢t [

claims processing system as offsets to medical expenses for the purposes of reporting as

defined in theReportsSection.
IDHW Recovery EfforttOHW will:

1. Retain any TPL identified and recovered by the State more than one hundred
eighty (180) calendar days after the date of payment of a claim;

2. Initiate TPL recoveries and retain all monies derived there for claims not cost
avoided by the Health Plan;

3. Be responsible for estate recovery activities and will retain any and all funds
recovered through these activities; and

4, Not consider cost sharing and patient liability responsibilities TPL.

XLVII. Cost Sharing

A.

IDHW will provide the Health Plan with the amount oftcgigaring, if any, that it may

assess to each Enrollee.

B.

The Health Plan shall:
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1. Ensure that if cost sharing is required for Medicaid services, it is only to the
extent that cost sharing or patient liability responsibilities are required for those
services i IDHW in accordance with applicalBideral and State statutes and
regulations, including, but not limited to IDAPA 16.03.05, 16.03.10, and 16.03.18, and 42
CFR § 447.50 through 447.82.
2. Not require an Enrollee to participate in the cost of A&D Waiveriseswnless:
a) ¢tKS 9yNRftSSQa StAIAOAfAGE F2NJ YSRAO
and receipt of, an A&D Waiver service; and
b) The Enrollee is eligible for Medicaid if he meets the conditions referred
to under IDAPA 16.03.0&Rules Governing Eligliby for Aid to the Aged, Blind,
and Disabled (AAB8)Section 787.
3. 9y ada2NE t NPOARSNE 2N O2ftSOGA2y |3SyOASa
bill Enrollees for amounts greater than applicable cost sharing or patient liability
amounts for Covered Bdces (i.e. balance billing), including but not limited to, services
that the Health Plan has not paid for, except as permitted by IDHW rules and as
described below:
a) Providers may seek payment from an Enrollee only if the services are
not Covered Servis and, prior to providing the services, the Provider informed
the Enrollee that the services were not covered.
(2) The Provider shall inform the Enrollee of the rzovered
service and have the Enrollee acknowledge the information. If the
Enrollee still requests the service, the Provider shall obtain such
acknowledgment in writing prior to rendering the service.
2) Regadless of any understanding worked out between the
Provider and the Enrollee regarding private payment, once the Provider
bills the Health Plan for a service that has been provided, the prior
arrangement with the Enrollee becomes null and void.
4, Require, a a condition of payment, that the Provider accept the amount paid by
the Health Plan, or appropriate denial made by the Health Plan or, if applicable,
LI 8YSyid o6& G4KS 1SFHfGK tfly OKI-partypayerd dzLILI SY S
plus any applicablamount of cost sharing or patient liability responsibilities due from
the Enrollee, as payment in full for the service.
5. Notify the Provider and require the Provider and/or collection agency to cease
billing an Enrollee for amounts other than the apptisaamount of cost sharing or
patient liability responsibilities from the Enrollee immediately and refund any monies
inappropriately collected when the Health Plan is made aware of such activities. If a
Provider continues to bill an Enrollee after notfiion by the Health Plan, the Health
Plan shall refer the situation to the Contract Monitor.
6. Ensure that the Enrollee is not held liable for the following:
a) ¢KS 1SIHfTUK tfryQa RSoda Ay GKS S@gSyi
b) TheCGoveredServices provided to th&nrollee for which IDHW does not
pay the Health Plan.
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c) TheCGoveredSrvices provided to the Enrollee for which IDHW or the
Health Plan does not pay the individual or health dawevider that furnishes

the services under a contractual, referrat other arangement

d) Payments fooveredServices furnished under a contract, referral or
other arrangement, to the extent that those payments are in excess of the
amount that the enrollee would owe if the Health Plan provided those services
directly.

XLVIII. Encounter Dta.

A. The Health Plan shall implement and maintain policies and procedures to support
EncounterData reporting and submission and provide an Encounter Data Work Plan prior to
implementation and update the work plan at least annually that complies with thairements
in Attachment10 - Information Systemand the following requirements. The Health Plan shall:
1. Submit timelyEhcounterData submissions:
a) Weekly submissions of claims finalized for the wegkis includes
original claim submissions paid or dedj reversed claims, adjusted clairaad
voided claims. Pended claims are not required;

b) Weekly submissions of financial data paid on behalf of Idaho Medicaid
participants; and
c) Weekly submissions &foviderrelated data, including existing data,
new alditions, and changes as specified iretencounter orboarding manual.
2. Ensure theencounterData submissions are:
a) Accurate
b) Include all required data elements
c) Are submitted correctly
d) Validated that the actual services were provigdadd
e) Accurately adjudicated.
3. Meet any encounter reporting requirements that are in place for Medicaid

MCOsas may be updated from time to time to meet State and Federal reporting
requirements.

4. 9y adz2NE GGKS | SIHfdK tflFyQa {e&adasflea ISy SNI |
according to IDHVépproved specifications in Attachmei® - Information Systemand

the Encounter O#boarding Manual, and as updated from time to time, at no cost to
IDHW.

5. Maintain processes to ensure the validity, accuracy, and completeness of the
EncounterData, including any subapitationEncounterData, in accordance with the
standards specified in this section. IDHW will provide technical assistance to the Health
Planfor developing the capacity to meet encounter reporting requirements.

6. Collect and maintaiincounterData for all Covered Services provided to
Enrollees.
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7. ProduceEncounterData in an electronic format that adheres to IDHffproved
data specifications fatontent, content definitions, format, file structure, and data

quality in Attachment.O - Information SystemsIDHW may require the Health Plan to
make revisions and updates as requiredgeral or State statute and regulations at
GKS | SIf lekset £ I yQ&a SELJ

8. Submit a minimum of one (1) batchBfcounterDF G (2 L51 2 Qa RS&aA-:
agent for all paid and denied claims before 6:00 a.m. MT on Saturday of each week via
SFTP.

9. Upon determination by IDHW, submit a corrective action plan and abide by non
compliarce remedies as describedtime Special Terms and Conditid®action for

failure to comply with théehcounterData submission and accuracy requirements.

XLIX. Statement on Standards for Attestation Engagements (SSAE) No. 16, Reporting on Controls at a
Servicelrganization Requirements

A. The Health Plan shall provide the most current SOC 1 report prepared in accordance
with Statement on Standards for Attestation Engagements (SSAE) NRel@irting on

Controls at a Service Organizatiorif one is not preparedhe Health Plan shall provide a copy
after the first(1%) year of operations and annually thereafter.

L. Provider Preventable Conditions

A. The Health Plan shall develop and implement policies and procedures for the
identification, reporting, and nopaymentof Provider Preventable Conditions as identified in
the Idaho State Plan. Such policies and procedures shall be in accordance with 42 CFR §
434.6(a)(12), and 42 CFR § 447.26 and guidance, and shall be consistent with IDHW policies,
procedures, andguidac 2y t N2 JARSNI t NBGSy il ofS /2yRAGAZ2Y A
procedures shall include the following requirements:

1. The Health Plan shall not pay a Provider for a Provider Preventable Condition.

2. As a condition of payment, the Health Plan shall cgrmpth the requirements

mandating Provider identification of Provider Preventable Conditions, and prohibiting

payment for Provider Preventable Conditions as specified in 42 CFR § 434.6(a)(12) and

8447.26;

3. Report all identified Provider Preventable Conditan the form, format, and

frequency specified by IDHW including, but not limited to any reporting requirements

specified in theReportsSection.

4. The Health Plan shall not impose any reduction in payment for a Provider

Preventable Condition when the cotidh defined as a Provider Preventable Condition

F2NJ I LI NIGAOdzZE I NJ 9yNREESS SEAAGSR LINA 2N (2

Enrollee.

5. The Health Plan may limit reductions in Provider payments to the extent that

the following apply:
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a) The idetified Provider Preventable Condition would otherwise result in
an increase in payment;

b) The Health Plan can reasonably isolate for-pagment the portion of

the payment directly related to treatment for, and related to, the Provider
Preventable Condition;

6. The Health Plan shall ensure that Roayment for Provider Preventable
Condition does not prevent access to services for the Enrollee.
7. The Health Plan shall ensure its Network Provider Subcontracts:

a) Specify that no payment shall be made by the Health #lanProvider
for a Provider Preventable Condition under the contract; and

b) Require, as a condition of payment under the contract, that Providers
comply with reporting requirements on Provider Preventable Conditions in
accordance with 42 CFR 8§ 447.26(d) an specified by the Health Plan and/or
IDHW.

LI. Medical Loss Ratio Settlements, Rate Review, and Payments in Future Y ears-deduMicte
Adjustments

A. Medical Loss Ratio Settlement$he Health Plan shall meet a Medical Loss Ratio (MLR)

threshold each year which regulates both the minimum and maximum amount, as a percentage

of the gross Medicaid payments, that must be used for expenses either directly related to

Covered Services ordke which are related to Supplemental Services each year. The

Ot OdzA FGAz2y sAff 0SS LISNF2N¥YSR o6& L512Q4& | Oddzr N
end of the evaluation period to ensure sufficient runout.

1. The Health Plan shall use thederallydefined MLR formula and shall not be
below a MLR of eightfive percent (85%).

a) A basic MLR formula is benefits expense divided by revenue.

b) TheFederally defined MLR formula classifies certain administrative

expenses as benefits expense for the caléoradf the MLR, and also includes
adjustments related tdederal income tax. The general formula used can be
described as (Claims(H Expenses) / (PremiungsTaxes and Fees). No
credibility adjustment will be applied. This formula will be updated for gean

in the Federally defined MLR guidance.

C) The Premiums used in the MLR calculation will be adjusted for the
actual population enrolled in the program. The premiums paid to the Health
Plan are based on an assumed distribution among rate cells, while tilngl ac
population mix enrolled is to be used to calculate an adjusted premium amount.
The difference between the premium paid and the adjusted premium amount
will be paid as a settlement between the Health Plan and IDHW.

d) When the difference is greater thahree percent (3%) from a target
MLR of eightyeight percent (88%), a settlement calculation shall occur within
seven (7) months after the close of the contract term.
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LIII.

D The Health Plan shall remit the amount by which the eidiviy

AN ¥ A A x

percent (85%) thresholB EOSSRa (GKS | SIHfdK tflyQa

multiplied by the total applicable revenue used in the MLR calculation of
the contract as a lump sum payment to the IDHW.

(2) ¢KS L512Qa FOGdza NE gAft NBOASSH
submission and calculate theljasted premiums.

2. ¢KS L512 gAff NBYAG GKS aSaGidtSYSyid I Y2dz

actual MLR exceeds the ninatye percent (91%) threshold multiplied by the total
applicable revenue of the contract as a lump sum payment to the Health Plan.
a) The IDHW will not make any settlement payments when the MLR is
between eightyfive percent (85%) and ninetyne percent (91%).

3. ¢t2 GKS YIEAYdzY SEGSyYy(lG LlaarotsSz GKS | SIf

the MLR shall conform to prevailing regulatory reguients applicable to the other
products offered by organizations operating health plans.

B. Rate Review Proceds51 2 gAff NBGASs (GKS 1SIHEGK tflyQa

interim calculations of théederally defined MLREncounterdata, and othelinformation to

Faadaa GKS 2y32iAy3 FAYlLyOALt adloAtArde 2F GKS

capitation payments at a frequency no greater than each six (6) months.

1. TheRate ReviewProcess is a prospective adjustment to bring the capitatio

rates within a range of actuarial soundness which returns the MLR to a target of-eighty

eight percent (88%).

2. The first review will include a minimum of nine (9) months of paid claim data.
C. Payments in Future Years and Midar Rate AdjustmentH statutory changes enacted
after the rate development process is determined by IDHW to have a material change in the
PMPM for any given contract term, IDHW will update the corresponding standardized payment
rates outside of the annual rate development process.

1. Arenewal rate proposal shall be provided to IDHW three (3) calendar months

prior to the start of each contraderm if the contract is extended.

Outpatient Drug Rebate Requirements

A. The Health Plan shall ensure that the covered outpatient drugs it dégseare subject

G2 GKS alYS Yl ydzFl Ol dzNB NFFESailLa i ANSS/IjGdzARNS YISy & LI

manufacturer rebate requirements féfFSutpatient drugs are available at
http://www.ssa.qov/OP_Home/ssact/title19/1927.htm

B. The Health Plan shall provide a monthly report for rebate purposes as described in the
ReportsSection.

Reports/Records/Documentation

A. IDHW will provide the Health Plan with the appropriate reporting formats, instast
submission timetables, and technical assistance as required.
B. IDHW may, at its discretion, change the content, format, or frequency of reports.
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C. The Health Plan shall provide reports as described ifRéq@ortsSection. Reports shall
include data current through the respective reporting timeframe and shall be submitted within
the required timeframe in the specified format.

D. The Health Plan shall:

1. Comply with all reporting requirements;

2. Ensure reports are accurmand available within the required timelines;

3. Make changes and reubmit reports according to the time period and format
required by IDHW if revisions to any reports are required by IDHW;

4. Provide additional reports both ad hoc and recurring, upon request

5. Ensure all financial and ndimancial performance data is accurate; and

6. 9y adzaN® Iff RFEGF Aa OSNIAFTASR o6& GKS | S|
Financial Officer, or an individual who has delegated authority to sign for, and who

reports directy to one of these employees in accordance with 42 CFR § 438.604 and 42

CFR § 438.606. The certification shall attest, based on best knowledge, information and

belief the accuracy, completeness, and truthfulness of the data and documents

submitted to IDHW.This certification shall be submitted concurrently with the certified

data.

LIV. Reports

Provider Enrollment File

Report Description Provider Network Report The report shall include a list of current
Medicaidonly serviceProviders and theiProvider type and specialty. This report shall
includeProviders of A&D Waiver servicd3CSBehavioralHealth servicesand non

medical transportation, in addition to Nursing Facilities and Intermediate Care Facilities
for the Intellectually DisablelCF/ID)

Repat Format Excel

Reporting PhaseOngoing

Report Due Annually

Geographical Access Report

Report DescriptionProvider Network Report The Health Plan shall summarize the
number of networkProviders by type and specialty in each county and the percentag
of Enrollees who have a PCP, and when relevaBthavioralHealth Provider within

thirty (30) miles of their residence for Ada, Canyon, Twin Falls, Nez Perce, Kootenai,
Bannock, and Bonneville counties; and fefitse (45) miles of their residence fal

other counties in Idaho

Report Format Excel

Reporting PhaseOngoing

Report Due Annually

Timeliness of Services Report
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Report Description Provider Network Report The Health Plan shall submit a detailed

report that includes the following:

OmM0O wSadzZ Ga 2F GKS ISHEGK tflyQa adz2NBSe 27
Attachment7- Access Standard/hich identifies the percent of Providers who have

met the acceptable timeframe requirements identified in tBervice Delivery Starmiis

section of the attachment;

(2) Any justification foProviders not meeting the Access Standard requirements;

(3) Trends in Providers not meeting the Access Standard requirements, i.e. areas of the
state affectedProvider types not meetingthe standleR> S O® | yR (GKS | SI f
specift plans to address these trends.

Report Format Excel
Reporting PhaseOngoing
Report Due Annually
Assessment and Care Coordination Report

Report Description Care Coordination RepartThe Health Plan shall submit a summary
report on the number and percent of Enrollees with initamprehensive risk
assessments completed within thirty (30), sixty (@®)d ninety (90), calendar days of
initial enrollment, including the name and cred@is of the contract staff person
completing the assessment; and the total number of enrollees assigned to each Care
Coordinator This report shall include the total number of Enrollees with Individualized
Care PlanfiICP)s of the end of the reportingeriod, and of those the number of
Enrollees with an Interdisciplinary Care Team (ICT)

This report shall also include a detailed report indicating the following data elements for
each Enrollee due for an initial or annual assessment within the priotyn{86)
calendar days:

(1) Enrollee name;

(2) Enrollee Medicaid ID number

(3) Assigned Cafeoordinator

(4) Enrdlee's enroliment date;

(5) CHRA due date

(6) CHRAompletion date;

(7) Date the care plan was mailed to the Enrollee;

(8) Whether omot the Enrollee has an 1Cand

(9) EnrolleeCHR Atatus- Complete, Refused, Unable to Contact, or In
Progress.

Report Format Excel
Reporting PhaseOngoing
Report Due Monthly
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LTSS Enrollee Feedback Report

Report Description Care Coordination RRert ¢The Health Plan shall utilize the Enrollee
feedback data supplied by the IDHW as a basis for this report. The Health Plan shall
include the following data elements for each reported instance of service delivery or

community access issues:

(1) Date 6 contact with Enrolleg
(2) Details of investigation of issusnd
(3) Outcomeof investigation.

Report Format Excel

Reporting PhaseOngoing

Report Due Quarterly, thirty (30) days after the end of each quarter
Enroliment/Capitation Payment Report

Report Description Provider Payment RepoetThe report shall identify any Enrollees

for whom a capitation payment has not been made or if an incorrect payment has been
made. This report shall be submitted on a quarterly basis, with a one (1) montimiag ti
and is due by the end of the second (2nd) month following the reporting period. For
example, for the quarter ending Septembenti80the report is due by the end of
November and should include all data received through the end of October for the
guarterending September 30. These quarterly reports shall include altnetonciled

items until such time that IDHW notifies the Health Plan otherwise.

Report Format Word and/or Excel or as specified in advance by IDHW

Report PhaseOngoing

Report Due Quartely, thirty (30) days after the end of each quarter
Provider Payment Report

Report Description Provider Payment RepoetThe report shall identify:

(1) The percent of electronic clean claims paid within thirty (30) calendar days of
receipt of the clan;

(2) percent of electronic clean claims denied within thirty (30) calendar days of
receipt of the claim;

(3) percent of all electronic clean claims paid within ninety (90) calendar days of
receipt of the claim;

(4) percent of all electronic clean ctas denied within ninety (90) calendar days

of receipt of the claim;

(5) percent of paper clean claims paid within fefitye (45) calendar days of

receipt of the claim;

(6) percent of paper clean claims denied within fefitye (45) calendar days of
recept of the claim;
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(7) percent of all paper clean claims paid within ninety (90) calendar days;
(8) percent of all paper clean claims denied within ninety (90) calendar days.

Report Format Excel

Reporting PhaseOngoing

Report Due Quarterly, thirty (30) days after the end of each quarter
High-Cost Claimants Report

Report Description Utilization Management RepoctThe report shall identify and
report the number of Enrollees who incurred naarsing facility claims in excess of
twenty-FA @S (K2dzalyR R2ftfFINA oPHpIZAAnoO® ¢ KS NJ
primary diagnosis, and amount paid by claim typeeach identified Enrollee.
Report Format Excel
Reporting PhaseOngoing
Report Due Quarterly, thirty (30) days after the end of each quarter
Aged and Disabled Waiver Utilization Report

Report Description Utilization Management RepoctThe rgort shall include a

summary overview that includes the number&a$.DWaiver Enrollees aneCS
9YNRffSSasx AyOfdzRAYy3a (GKS 9yNRftfSSQa ylIYSI |
when applicable (15). The report shall include detailed Enrollee datanimllees who

have not received services in the last thirty (30) calendar days, including service group

(i.e. inrhome, Residential Assisted Living Facility, CFH); date afli@service; length of

time without LTGservices; and the reason/explanatiomythe Enrollee has not

received servicegarticipantsenrolled under the IHCMFP Demonstration Grant through
December 2018vill be identifiedseparately for each data element described herein.

Report Format Excel
Reporting PhaseOngoing

Report Due Thereport will be submitted on a monthly basis with a one (1) month lag
period (e.g., March information sent in the May report)

Emergency Department Threshold Report

Report Description Utilization Management RepayiThe report shall identify the

number d ED visits by Enrollees by month. The report shall also identify Enrollees with
utilization exceeding the threshold defined by IDHW as ten (10) or more visits in the
defined six (6) month period. The report shall also identify the number of Enrollees who
exceeded the threshold in the previous six (6) month period, the most likely cause of the
high utilization, the plan for those Enrollees to assist with reducing utilization, and those
Enrollees who were contacted by the Care Coordinator or PCP for thegueugb

providing education on appropriate ED utilization.

Report Format Excel

Reporting PhaseOngoing
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Report Due Semiannually, the review due March 3&hall cover ED utilization during
the preceding July through December; the review due Septemb&sBall cover ED
utilization during the preceding January through June.

Drug Utilization Report for Rebates

Report Description Utilization Management RepoctThe Health Plan shall provide a
monthly report to be used for rebate purposes. This report shall include drug utilization
data for all nonPart B and no#iPart D drugs provided to Enrollees and must include
information on the total number of units of eaciosage form and strength and package
size by National Drug Code of each covered outpatient drug dispensed to Enrollees,
including those drugs administered by physicians in their offices. The Health Plan shall
g2N)] GAUGK GKS {0 (S @eithedednired oynatNI OG2NJ G2 RS S
ReportForma¥y | SIf 0K tfly akKlFfft @g2N] 6A0GK GKS {d1
required format.
Reporting PhaseOngoing
Report Due Monthly
Provider Satisfaction with Utilization Management

Report Description UtilizationManagement Report The report shall include results of
a survey of Provider/office staff satisfaction with utilization management processes,
adzYYFNAT S I NBlFa ARSYGATASR F2NJ AYLINROSYSy iG>
areas identified for impreement.
Report Format Excel
Reporting PhaseOngoing
Report Due Annually
Aged and Disable@onsumer Direction of HCBS Report

Report Description QM/QI Report; Participants enrolled under thikdiCMFP
Demonstration Grant through December 204i&all beidentified separately for each

data element described herein. The report shall include current information, by month,
on specified measures, which include but are not limited to the following:

(1) Total number of Enrollees enrolled with the Health Plan;

(2) The number and percent 8&DWaiver Enrollees enrolled in selirection

of HCBServices; and

(3) The number and percent of Enrollees receivingdigdicted services by type
of seltdirected serviceQompanionServices,Xilled Nursing,Consultation,
Attendant Care, HomemakerServices, andhore Services).

Report Format Excel
Reporting PhaseOngoing
Report Due Quarterly, thirty (30) days after the end of each quarter
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Idaho Home Choice Money Follows the Person (IHCMFP)
ReportDescription QM/QI Report; The report shall include the following:

The total number, name, and Social Security Number (SSN) of each Enrollee
enrolled into IHCMFBemonstration Grant through December 20T e date

each Enrollee transitioned to the commityn

OHUO 91 OK 9YyNRffSSQa OdzZNNByd LI OS 2F NB.
type of Qualified Residence;

(3) The date of the lagiare Coordination visit to each Enrollee;

(4) Anylnpatient Facility stays during the quarter, including the EnSl@a y I YS X
SSN, type of Qualified Institution, dates of admission and discharge, and the

reason for admission; and

(5) The total numbeof Enrollees disenrolled frotthe IHCMFRDemonstration
Grant(Participants who enrolled through December 20d8jingthe quarter,

including the name, SSN, and the reason for disenroliment for each Enrollee.

Additional reporting requirements include:

(1) Medicaid Statistical Information System Data (MSIS) that includes
expenditures for all 1915¢ waivetdpme Health Services,PersonalCare if
provided as a State Plan optional service, and HCBS spending on IHCMFP
Demonstration GranParticipants and spending under HCBS capitated rates
programs; including expenditures for Transition Management TR@hd
Transition Serees T2038;

(2) Total number and Enrollee name and identifier for Self Directed and
Consumer Directed services;

(3) Number of Enrollees transitioned froniNarsingFacility or ICF/ID;

(4) Of Enrollees who transitioned fromNarrsingFacility, the number ad

percent of Enrollees who transitioned to a commurtigsed residential
alternative facility, a residential setting where the Enrollee will be living
independently, or a residential setting where the Enrollee will be living with a
relative or otherCaregver;

(5) Of Enrollees who transitioned fromNarsingFacility, the number and
percent of Enrollees who are still in the community, returned tduasing

Facility within ninety (90) calendar days after transition, returned tduasing
Facility more thaminety (90) calendar days after transition, and the number of
Enrollees identified as potential candidates for transition froMuasingFacility.

Report Format Excel
Reporting PhaseOngoing
Report Due Quarterly, thirty (30) days after the end of eagplnarter

Quiality Improvement Project Status Update Report
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Report Description QM/QI ReportThe Health Plan shall report the status of its current
clinical and norclinicalQlprojects.

Report Format Word or Excel

Reporting PhaseOngoing

Report Due Quarterly, thirty (30) days after the end of each quarter
Call Center/Help Desk Report

Report Description Customer Service Report/Provider Service Repdtie report shall
include the following data elements recorded by month: the total number o$ call
received during established business hours; the type of request from the caller, i.e.
guestion, concern, grievance, in reference to what type of serviceBeleavioral

Health, LTSSmedical care, etc.; of all calls received, what percent were ansvsred
trained Enrollee Services Representative @necorded voice) within thirty (30) seconds
or lessthe abandoned call rateand the percent of calls with an average wait time for
assistance that did not exceed two (2) minutes.

Report Format Excel

Reporting Phase Ongoing

Report Due Quarterly, thirty (30) days after the end of each quarter

Nurse Advice Line Report

Report Description Customer Service Report/Provider Service Repbine report shall
list the total number of calls received by the Nurse Advice Line; the number of calls
answered within thirty (30) seconds; the number of total callers transferred; of those
callers transfered, the number transferred via a warm line and the number transferred
to aRegisteredNurse or a healthcare professional with more advanced qualifications,
and the ultimate disposition of calls received by the Nurse Advice Line (e.g. education
only, no eferral for care, referred to PCP for care, referred to emergency department
for care, transfers to a care provider, etc.).

Report Format Excel

Reporting PhaseOngoing

Report Due Annually

Critical Incident Resolution Report

Report DescriptionCustomer Service Report/Provider Service Regpdthe report shall
include the following data elements for each critical incident, separated by A&D
participants, and others:

a) Date critical incident was reported

b) The priority level of the critical iftent;

¢) The type of critical incident (abuse, neglect, exploitation, or other);
d) The Enrollee name, identifier, and county of residence;

e) Name of the person who submitted the critical incident (if made by a
Provider- must include theProvider typé;
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f) If the critical incident was received in writing or by phpne

g) The date the critical incident was reported to law enforcement and/or Adult
Protection, if applicable;

h) Name of person responsibfer investigating the incident;

i) Whether or nothe incident was substantiated;

1) Whether a provider was terminated, sanctioned, or put on an exclusion list as
a result of the incident

k) The date théncident report was closed; and

[) A brief description of the disposition/resolution.

The report shihalso include a summary indigay:

a) The total number of critical incidents received,

b) The percent of critical incidents relating to abuse, neghaad exploitation;

¢) The timeframe for the disposition/resolution of critical incidents; and

d) The number and percent of critical incidents for which the Health Plan did not
meet the specifid timeframe for resolution; and

e) Identification of any trends regarding critical incidents and any actiomtake

to address these trends.

Report Format Excel

Reporting PhaseOngoing

Report Due Quarterly, thirty (30) days after the end of each quarter

Grievances and Appeals Report

Report Description Customer Service Report/Provider Service Repdtie report shall
include the following data elements fatl Grievances and Appeals reported to Health

Plan:

(1) Enrollee name;

(2) Enrollee identifier;

(3) Provider name (if Grievance received frarftovider);

(4) Nature of Grievance or Appeal

(5) Specific information surrauling the Grievance or Appeal ;

(6) Date the Grievance or Appeal waseiged,

(7) Date the Grievance or Appeal was reviewed, or, if applicable, the date a
review meeting was held;

(8) Parties named in the Grievance or Appeal;

(9) The resolution of the Appeal or Grievance (at eachl |&vapplicable); and
(10) Date of the resolution (at each level, if applicable).

Report Format Excel

Reporting PhaseOngoing

Report Due Monthly
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Involuntary Terminations and Fraud Activities Report

Report Description Fraud and Abuse RepayfThe report shall identify Providers
investigated or terminated due to sanctions, invalid licenses, service and billing
concerns, or program integrity concerns. The report must includdéltbeider name,
NPI, tax ID or SSN; sources of referral or compilattinitiated investigation or
termination; nature of referral or complaint; approximate dollar figure for claims in
question; dates of audited services; number of Enrollees impacted; whether the
investigation was a desk or field audit; whether the irtigegion was a sample audit or
an audit of all billed services for the dates of service in question; current status of
investigation; and findings, including overpayment amounts (if applicable) and actions
taken by the Health Plan. The report shall atkntify Providers terminated, those
enrollees affected by th€rovider termination(s), and the new providthat replaced
the terminated Povider for each enrollee affected. This report shall include all
confirmed or suspected fraud and abuse.

Report Forma: Excel

Reporting PhaseOngoing

Report Due Quarterly, thirty (30) days after the end of each quarter
TPL and Cost Avoidance Report

Report Description Financial Management RepariThe report shall include recoveries
from third party resources asell as funds for which the Health Plan does not pay a
claim due to TPL coverage or Medicare coverage.

Report Format Excel

Reporting PhaseOngoing

Report Due Quarterly, thirty (30) days after the end of each quarter
Overpayment Recoveries Report

Report Description Financial Management RepariThe report shall include all
recoveries of overpayments made to netwdtoviders. The report shall include the
following data elements:

(1) Date of service for overpaid claim;

(2) Nature of overpaymerit.e. due to potential fraud, waste, or abuse; system
error; etc.);

(3) Provider to whom the overpayment was made;

(4) Date the overpayment was discovered,;

(5) Whether the overpayment was reported by th@vider;

(6) Amount recovered;

(7) Date overpgment was recovered; and

(8) Whether the overpayment led to an investigation of potential fraudulent
activity.
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Report Format Excel

Reporting PhaseOngoing

Report Due Annually
Other Insurance Repart

Report Description Financial Management RepariThe report shall provide
information on any Enrollees who have other insurance, includif@nsurance. This
report shall be submitted in a format and frequency described by IDHW.

Report Format Excel

Reporting PhaseOngoing

Report Due Quarterly, thirty (30) days after the end of each quarter
Medical Loss Ratio (MLR) Monthly Report.

Report Description Financial Management RepariThe Health Plan shall report all
medical expenses and complete the supporting claims lag tables.réffurt shall be
accompanied by a letter from an actuary, who may be an employee of the Health Plan,
indicating that the reports, including the estimate for incurred but not reported
expenses, has been reviewed for accuracy. The Health Plan shalkatsis fieport
with its National Association of Insurance Commissioners (NAIC) filings due in March
and August of each year using an accrual basis that includes incurred but not reported
amounts by calendar service period that have been certified by araact This report
shall reconcile to NAIC filings. The Health Plan shall also reconcile the amount paid
reported on the supporting claims lag tables to the amount paid for the corresponding
LISNA2R Fa NBLR2NISR 2y GKS hSIfaGK tflyQa
Report Format Excel
Reporting PhaseOngoing
Report Due Monthly with cumulative year to date calculation

MLR Annual Repart

Report Description Financial Management RepariThe Health Plan shall submit an
annual report for each MLR year that imdés the following:

(1) Total incurred claims

(2) Expendituresm quality improving activities;

(3) Expenditures related to activities compliant with 42 CFR 8438.608(a)(1)
through (5), (7), (8) and 42 CFR §438.608(b);

(4) Nonclaims costs;

(5) Premium reenue;

(6) Taxes, licensingnd regulatory fees;

(7) Methodology(iesfor allocation of expenditures;

(8) Anycredibility adjustment applied;

(9) The calculated MLR;
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(10) Any remittance owed to the IDHW in accordance with Section LII(d&. 1.

(1) of this agreement;

(11) A comparison of the information in this report with the SSAE, SOC 1, Type Il
audited financial reports also required of the Health Plan;

(12) A description of the aggregation method used for total incurred claims

(13) he number of membemonths; and

(14) An attestation to the accuracy of the calculation of the MLR and the data
provided within the report.

Report Format Word or PDF

Reporting PhaseOngoing

Report Due Annually
Claims Payment Accuracy Report

Report Description ClaimdManagement Reporg The report shall include the results of

the internal audit of the random sample of all paidimsandshall report on the

number and percent of claims that are paid accurately. The report shall include a detail
page reflecting the autimethodology and the claims submitted versus claims paid data
for the claims selected in the sample. If the Health Plan subcontracts for the provision of
any Covered Services, and the subcontractor is responsible for processing claims, the
Health Plan sHhsubmit aQaimsPaymentAccuracyPercentageReport for the claims
processed by the subcontractor. The report for each subcontractor shall report on the
number and percent of claims that are paid accurately. This report does not include
Medicare and ParD claims.

Report Format Excel

Reporting PhaseOngoing

Report Due Monthly
Systems Problem Report

Report Description Information Systems RepagtThe Health Plan shall provide a
report within five (5) business days of the occurrence of a probléim system

availability that includes full written documentation that includes a plan that describes
how the Health Plan will prevent the problem from occurring again.

Report Format Word and/or Excel or other formats specifically requested by IDHW
Reporting PhaseOngoing

Report Due Within five (5) business days of the occurrence of a problem with system
availability

Systems Availability and Performance Report

Report Description Information Systems RepartThe Health Plan shall submit a
monthly Systera Availability and Performance Report that provides information on
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availability and unavailability by major systelTE System availability would not
include scheduled maintenance.

Report Format Excel
Reporting PhaseOngoing
Report Due Monthly
Reporting on Controls at a Service Organization

Report Description Information Systems RepagtAn SSAE, SOC 1, Type Il audit shall be
performed annually, and the Health Plan shall submit a copy of the audit report to IDHW
upon the completion of each alit. The audit must comply with the CMS HIPPA Privacy
and Security Rules and the CMS Medicaid Enterprise Certification Toolkit Security and
Privacy Checklist and annual SSAERudit. The report shall have two (2) attachments:

(1) Adescription of theServiceONB I Y AT I A2y Qa O2y i NRBfa GKI
user2 NH I Y A interdahc8nyfdDas it relates to an aitaf financial
statements; and
(2) A description of controls for which test of operating effectiveness were
performed, the control objects #controls were intended to achieve, the tests
applied, and the results of those tests. The Health Plan shall also file its annual
FdZRAGSR FAYIFIYOALFT NBLRNI Ay I O02NRIyOS |
CAYIFYOAIf wSLR2NI&DE

Report Format PDF

Reporting Phase Ongoing

Report Due Annually

Activities of the Member Advisory Group

Report Description Administrative Requirements Reparihe report shall include the
membership of theAdvisoryGroup (hame, address, and organization represented), a
descriptionof any orientation and/or ongoing training activities #avisoryGroup
members, and information oAdvisoryGroup meetings, including the date, time,
location, meeting attendees, and minutes from each meeting.

Report Format Excel

Reporting PhaseOngoing

Report Due January 31 and July 31
Service Denial Report

Report Description Administrative Requirements Repartor all Enrollee services

denied through the Health Plan, the Health Plan shall provide a report that includes the
number of requets denied and the reason for denial. The data should be reported by
month and be cumulative; keeping the data for each month of the contract in the report
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up to a rolling thirteen (13) month data set if the contract is extended. The report does
not includeMedicare and Part D service denials.

Report Format Excel

Reporting PhaseOngoing

Report Due Monthly
Privacy/Security Incident Report

Report Description HIPAA Repod The Health Plan shall track &curity Incidents as
defined by HIPAA and providereport that includes, at a minimum, the date of the
incident, the date of notification to the office of the Idaho Attorney General, the nature

YR &a02L)S 2F GKS AYyOARSyGs GKS 1SFHEtGK tfly(
measures takenby® | St 0K tflFy G2 LINBGSYyd aAYAL Il NI A

a0lFyaé¢ 2N 2GKSNJ dzyddzOO0SaaFdzA |jdzSNRSa G2
considered &rivacy/Security Incident for purposes of this report.
Report Format Excel
Reporting Plase Ongoing
Report Due Quarterly, thirty (30) days after the end of eagpnarter
Non-Discrimination Compliance Report

Report Description The report shall include a listing of all discrimination complaints
filed against the Health Plan and/orthe Hed K t f I y Q& SYLX 28SSazx

tflyQa tNPPJARSNAI (GKS t NPGARSNNDa SYLX 28554

which discrimination is alleged as it relates to the provision of and/or access to IDHW
Covered Services provided by the HealdmPIThe report shall include, at a minimum:

¢KS ARSyGAGE 2F GKS O2YLXFAYLFYyGSE GKS O2YLX L

the complaint is filed against, circumstances of the complaint, type of Covered Service

related to the complaint, date conipl Ay i ¢l & FA{ SRE GKS | SIf K

resolution, and the name of the Health Plan staff person responsible for adjudication of
the complaint. For each complaint reported as resolved, the Health Plan shall submit a
copy of the@ Y LI I AlgtteryfiRe3dlution. Where a discrimination complaint is
substantiated, the report shall describe the measures taken by the Health Plan to
prevent similar discriminatory actions in the future.

Report Format Excel

Reporting PhaseOngoing

Report Due Quarterly, thirty (30) days after the end of eagplmarter
FQHC, Rural Health Center, and Indian Health Clinic Report

Report Description Specialized Service RepqiThe report shall include Encounter
51415 NBEO2NRa R2 Odaintbyrsemghtto AQBCsS Riirkl HealthlC¢nt2es
(RHC)and Indian Health Clini¢iHC) The report shall include the following data for
each claim:
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LV.

(a) Claim number;

(b) Total claim lines;

(c) Date of service;

(d) Claim paid amount;

(e) Third party paymnt;

(f) Total claim payment;

(g) Facility name; and

(h) NPI. The report shall also include a narrative describing how the Health Plan
accomplishes reconciliation between the Medicare and Medicaid encounter
rates for each FQHC, RHC, and IHC.

Report Fornat: Excel
Reporting PhaseOngoing
Report Due Annually

Transition Plan

A. The Health Plan shall provide and maintain a Transition Plan that complies with the
requirements in this contract. The objective of the Transition Plan is to minimizdigheption
of services provided to Enrollees and to provide for an orderly and controlled transition of the

| SIFfGK tflFyQa NBalLRyaArAoAfAGASE (2 | adz00S&aaz2N)

other reason the Health Plan cannot complete tiesponsibilities of the contract. The Health
Plan shall submit their Transition Plan within ninety (90) calendar days of the contract effective
date and an updated Transition Plan to IDHW within one hundred eighty (180) calendar days
prior to the conclusia of the contract.
B. IDHW wili
1. Pay the Capitated Payment through the end of the calendar month if
termination occurs miemonth.
2. 2 A0KK2fR GoSyde LISNOSyid owm:0 2F GKS
the Health Plan has complied with all contractBad t A I G A2y &4 @ L512Qa

| S
R

O2YLX SiAaz2y 2F GKS 18IEGK tfthyQa O2yiN} Odzt

months from the date of termination. Failure to complete said contractual obligations
within a reasonable time period shall resin a forfeiture of the twenty percent (20%)
withhold.
C. The Health Plan shall
1. Cooperate with the IDHW during the planning and transition of contract
responsibilities from the Health Plan to a replacemidaalth Plan or the IDHW
including, but not limitedo sharing and transferring Enrollee information and records,
as required by the IDHW.
2. Retain responsibility for:
a) Payment for inpatient services for Enrollees hospitalized on or before
the day of contract termination or expiration through the date of dede,
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3.

including theDiagnosisRelated Group (DRG) payment and any outlier

payments.

b) Payment for services rendered through the day of termination or
expiration of the contract, for which payment is denied by the Health Plan and
subsequently approved upon ppal by the Provider.

C) Resolving Enrollee Grievances and Appeals with respect to claims with
dates of service prior to the day of contract expiration.

d) Financial responsibility for Enrollee appeals of adverse decisions
rendered by the Health Plan.

e) Retentionof records that fully disclose the extent of services provided
to Enrollees under the contract for a period of six (6) years in accordance with
42 CFR § 455, 45 CFR 8§ 164.530(§(2) IDAPA 16.03.09.205, or for the
duration of contested case proceedinggiichever is longer.

f) Capitation reconciliation.

Ensure Enrollee services are not interrupted or delayed during the remainder of

the contract and the contract transition planning by all parties shall be cognizant of this
obligation. The Health Plan shall:

a) Make provisions for continuing all management and administrative
services and the provision of services to Enrollees until the transition is
completed and all other requirements of this contract are satisfied.

b) Ensure continuation of services for the petim which a capitation
payment has been made, including inpatient admissions until discharge.

C) Provide orderly transfer of Enrollee care and Enrollee records to those
Providers who will assume care for the Enrollee.

d) Provide orderly and reasonable transtdrEnrollee carén-progress,

and Enrollee records whether or not those Enrollees are hospitalized.

e) Provide timely submission of information, reports, and records,

including submission and correctionsHocounter andPerformanceData and
verification of wer and underpayments required during the term of the
contract.

f) Provide timely payment of valid claims for services to Enrollees for
dates of service included in the contract term.
Q) Ensure that if the Health Plan continues to provide services to one (1) or

more Enrollees after the date of termination, IDHW pays only for services,
subject to IDHW rules onFFSasis if the patient is Medicaid eligible and not
covered under any otheDHW contractor. If the Health Plan chooses to

provide services to a former Enrollee who is no longer eligible, IDHW shall have
no responsibility to pay for such services.

h) Retain responsibility for any and all claims from subcontractors or
Providers, inclding emergency service Providers, for services provided prior to
the termination date.
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i) Notify Providers, subcontractors, and Enrollees of the contract
termination, as directed by the IDHW, including transfer of Provider network
participation to the IDHW atheir designee. The IDHW will work collaboratively
on communications regarding the transition/termination of the contract.
D. The Transition Plan shall include, but is not limited to:

1. A realistic schedule and timeline to haotf responsibilities from the &hlth

Plan either back to the IDHW or to another Health Plan designated by the State.

2. The staff that shall be utilized during the haofi of duties and their

responsibilities such that there shall be clear lines of responsibility between the current

Healh Plan, the new Health Plan, and the IDHW.

3. The actions that shall be taken by the current Health Plan to cooperate with the

new Health Plan and the IDHW to ensure a smooth and timely transition.

4. A plan on how to best inform and keep the current HealthRlan SY LJX 28 SS&ax

Providers, and subcontractors informed during the transition process.

5. A matrix listing each transition task, the functional unit and Feeson,Agency,

or Health Plan responsible for the task, the start and deadline dates to complete the

planned tasks, and a place to record completion of the tasks.

6. All information necessary for reimbursement of outstanding claims.

LVI. Cost/Billing Procedure

A. Cost The contract shall be a FIRM FIXED INEEEFINITE QUANTED¥Wtract for services
specified in thescope of Workand Technical Requirements

¢KS ydzZYoSNJ 2F Gt SNI 9t A3IA0fS aSYOSNItSNI az2yiK o
current estimate and may vary from the actual number of eligible Enrollees that may be served.
Estimated quantity is for evaltian purposes and is not to be considered a guarantee of actual

number of Enrollees to be served under the contract.

For payment purposes, the most current eligible Enrollee count is based on the number of
eligible Enrollees as indicated on the elidipifile as of the fifth (5th) calendar day of the month
multiplied by the Total PMPM cost in Cost Matrix 2 below (Section Héllth PlarSpecific
Provisiony column F2, cell S2. The capitated payment from IDHW is intended to be adequate
to support Enollee access to and utilization of Covered Services. IDHW will monitor Enrollee
access to care and the financial viability of the Health Plan. The Health Plan shall accept the
PMPM rate paid by IDHW as payment in full for all Covered and SupplemeniakSgrovided
pursuant to this contract and all administrative costs associated therewith, pending final
recoupments, reconciliation, or sanctions. Any and all costs incurred by the Health Plan in
excess of the PMPM rate payment shall be borne in fulhbyHealth Plan.

The Health Plan shall provide services to all eligible Enrollees identified in the eligibility file
transmitted from IDHW.

Three (3) months prior to the first contract month the Enrollee status will be determined for the
purpose of bleding the proposed capitation rates. The total PMPM payment is comprised of
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two (2) components; the Medical capitation and the blend&tS Once the eligible Enrollee
count by enroliment status is determined for the contract, the blended LTSS and Medkcal
will remain in effect through the contract period.

Rate Setting In accordance with 42 CFR #88s may be adjusted to maintain actuarial
soundness on an annual basis.

The PMPM cost, which includes administrative costs@ruabsts, is effectivéhrough the end of

the first contract period. The IDHW will conduct actuarial analyses for each subsequent contract
period. The IDHW retains the option to amend the PMPM Cost based on actuarial findings.
Additional information regarding thBlLRand rik mitigation may be found in th8cope of Work
Medical Loss Ratio Settlements, Rate Review, Payments in Future Years,-dieciMRate
AdjustmentsSection.

Administrative CostsThe rate provides a fullgurdened rate for the Administrative Costs for
Enrollees. Administrative Costs are capped and may not exceed fifteen percent (15%) of the
total PMPM costs.

Quality Improvement Cost3he rate includes an allowance fQtcosts.

PMPM CostsThe rate includes two (2) PMPM casige (1) for the Medial (Cost Matrix 2) and
one (1) for LTSS (Cost Matrix 1).

[ 280 al GNAE ™M &/ 2ViNI QG t SNA2R m [¢{{ wldG4S§ .¢t8§
¢KS [¢{{ NridsS ot SyRAYy3 ¢ M¥MAEPDuaElgiblesariifheidzLl2zy I f f
eligibility status three (3) months prior to the contract period.

KS O02&0G LISNJ dzyAld F2NI SIOK AGSY Aa SYGSNBR Ay
05mM0 tata ! RYAY [/ 23&0(c0ES NI DdzA BRI & BRISY 60BN v (8 NI
@ UKS dao9m0 ¢2Glf tata /2ai0é¢ | ysRfteBIWOCSNI G KS LN
NI yairAidAazy t SNOSydal 3So¢ l RR GKS LINBPRdzOG 2F 4o
08 (KS a2y i(Kfectt@NIadf RFA @S MaSYYINI t SN a2y K o
¢c2Grt [¢{{ tata /2ad {la O09MFCMOKONANNDE
CostMatrixZx ¢ 2 G £ /I LIAGlFGA2Y wkGS . fSyRAy3E

¢KS O2ai LISNIdzyAlG Aa SYyiSNBR Ay GKS O2ftdzyy 106
' RYAY [ 2aio¢ adzf AL & (KBmadHoad (KE{abvbamwa ¢2a
/2aGé¢ TYyR SYGiSN (KG&2 LINR RuzDtia A2 &K SO O % Blaryy 9 ko ©¢
Go. Hot SNIAGE AFAGES aSYOSNItSNJ a2yidK otataoé FyR
0KS az2yiKfe ¢QiINI RMFA A0 MY a SYAGISNI t SN a2y UK 6t
Total PMPM Cost SUM(B2tFR onnné YR SYGSNI Ayid2 GKS az2ydKfe
B. Billing ProcedureThe Health Plan shall submit deliverables in accordance with

established timelines anehcounterD G G2 GKS L5112 Q& aalL{ Q2yiN} O
no supplemental payments ali be made to any network Provider outside of the contract for

services provided.

¢
a
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LVII.

The IDHW will pay the Health Plan for services on a monthly basis in accordance with
requirements foMCOsspecified in 42 CFR § 438. IDHW will make a capitation paymssd ba
on this number on or before the tenth (10th) business day of the month. The capitation
payment will include payment or adjustments for Enrollees whose plan eligibility status has
been determined retroactively by the IDHW. In the case of PMPM overragno the Health
Plan, the IDHW will provide a separate overpayment bill.

The IDHW will provide, and the Health Plan shall accept an 820 Payroll Deducted and Other
Group Premium Payment for Insurance Products EDI transaction. The Health Plan deall crea
an error report from the 820 Payment Order/Remittance Advice EDI transmission in order to
reconcile any discrepancies identified. The Health Plan shall review the error report against its
own records and transmit an 820 Payment Order/Remittance Ads@eransmission with
corrected Enrollee enrollment and disenrollment information. The Health Plan shall enroll and
disenroll Enrollees in the current month or future months when the Health Plan submits the 820
Payment Order/Remittance Advice EDI transiois to IDHW. No retroactive enrollment or
disenrolliment will be accepted by IDHW unless IDHW agrees to an exception to retroactive
enrollment or disenroliment on a case by case basis. The Health Plan shall review the report
against its own records anéport any inconsistencies or errors to the IDHW for review,
confirmation, and reconciliation.

Inquiries, reports of payment inconsistencies or errors, and deliverables shall be submitted to:
Division of Medicaid
Bureau of Long Term Care
3232 Elder Seet
Boise, ID 83705
Phone: (208) 732482
Fax: (208) 73@116
E-mail: Mandi.Hanifer@dhw.idaho.gov

Attachments

A. This Agreement consists of this document and the folloviihgttachments:
1) Attachment I Enrollee Rights
2) Attachment 2 Enrollee Handbook
3) Attachment 3 Network Provider Subcontracts
4) Attachment 4 Plan Benefit Package (PBP)
5) Attachment 5 Contract Definitions
6) Attachment 6 Transition Requirements at Enrollment
7) Attachment 7 Access Standards
8) Attachment 8 Comprehensive Health Ridlssessment
9) Attachment 9 Individualized Care Plan
10) Attachment 10 Information Systems
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11) Attachment 11 Provider Services Helpline, Call Center/Helpdsskse
Advice Lineand IVR Requirements

LVIIl. Health PlarSpecific Provisions

A. The geographic area served by the Health Blaall include the following Idaho counties:

1. Enter appropriate counties for each plan
B.¢KS O02ai YIFIOINAROSA L)X AOFotS G2 GdeSortheSE € G K t I
January 1, 2019 through December 31, 2019 contract period.

CY 2019 Summary

Cost and Billing Populations Summary

Plan Name
Cost Matrix 1
LTSS Rate Blending
(A1) (B1) (Cla) (C1b) (D1) (E1) (F1)
ltem Unit¢ Per | PMPM Claim Quality PMPM Total PMPM Units after ILOC
Eligible Cost Improvement | Administrative Cost Transition
Member Per Cost Costs (Cla+C1b+D1 Percentage
Month
(PMPM)
ILOGC;
Intuitional
ILOQ; HCBS
Community
Well21-44
Community
Well 4564
Community
Well 65+
S1
Monthly Total
PMPM Cost
SUM (E1*F1)/3612
Monthly 3612x Total PMPM Cost
Total
Cost Matrix 2
Total Capitation Rate Blending
(A2 (B2 (Ca) (Cb) (B2) (2) )
ltem Unit¢ Per | PMPM Claim Quality PMPM LTSS PMPM| TotalPMPM Cost
Eligible Cost Improvement | Administrative Cost (C2a+C2b+D2+E2)
Member Per Cost Costs (Matrix 1: S1)
Month
(PMPM)
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ILOQMedical

DD Medical

SPMI
Medical

Community
Well

S2

Monthly Total
PMPM Cost
SUM (B2F2)/3612

Monthly Average PMPM Cost

Monthly

Total 3612 xAveragePMPM Cost

Total
Contract 12 x Monthly Total
Amount

C. IN WITNESS WHERE®&KRhorized representatives of the parties execute this Agreement to be
effective as of the date of the later of the signatures below through December 39, 201

Idaho Department of Health and Welfare
Division ofMedicaid

By:

Printed Name: Matt Wimmer

Title: Administrator

Date:

Health Plan
Plan Name

By:

Printed Name;

Title:
Date:
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Attachment 1- Enrollee Rights

The Health Plan shall perform all of the following requirements under the contract with the
IDHW All tasks in AttachmentdEnrollee Rightare part of the Scope of Work and are
mandatory.

l. Enrollee Rights
A. The Health Plan shall adopt methods and proceduhat guarantee each Enrollee the

right to receive information, including but not limited to: all enrollment notices, informational
materials, and instructional materials in a manner and format that may be easily understood.
B. The Health Plan shall comgphith any applicabl€ederal and State statutes and
regulations that pertain to Enrollegghts andensure that its staff and affiliateBroviders take
those rights into account when furnishing services to Enrollees. 42 CFR § 438.100(a)(2)

C. The Health RIn shall adopt methods and procedures that guarantee each Enrollee the
freedom to exercise his or her rights, and that the exercise of those rights does not adversely
affect the way the Health Plan, its Providers, and the State treat the Enrollee. 42 CFR
438.100(c)

D. The Health Plan shall adopt methods and procedures that require each Enrollee to be
treated with respect and with due consideration for his or her dignity and privacy. 42 CFR §
438.100(b) (2) (ii)

E. The Health Plan shall allow each Enrolleeltoose his or her health professional to the
extent possible and appropriate. 42 CFR § 438.3(l)
F. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the

right to change PCPs effective any succeeding month if the Enrollee ghiesto Health Plan

prior to the end of the month.

G. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the
right to receive information on available treatment options and alternatives, presented in a
manner appropriate tothefENR £ £ SSQa O2yRAGAZ2Y YR FoAfAGEe (2
(2) (iii)

H. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the
right to participate in decisions regarding his or her health care, including the rightuseref
treatment. 42 CFR § 438.100(b)(2)(iv)

l. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the
right to be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience, or retaliation. 4CFR § 438.100(b)(2)(v)

J. The Health Plan shall adopt methods and procedures that guarantee each Enrollee the
right to request and receive a copy of his or her medical records, and to request that they be
amended or corrected,saspecified in 45 CFR § 1615526 and 42 CFR § 438.100(b)(2)(vi).

K. The Health Plan shall comply with applicaéderal and State statutes and regulations
(such as, Title VI of the Civil Rights Act of 1964; The Age Discrimination Act of 1975; the
Rehabilitation Act of 1973; antitles Il and Il of the Americans with Disabilities Act) and other
laws regarding privacy and confidentiality. 42 CFR § 438.100(d)
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The Health Plan shall adopt methods and procedures that meet the requirements of 42 CFR §
422.128 and 42 CFR § 489 Subpadncerning advance directives.
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Attachment 2- Enrollee Handbook

The Health Plan shall perform all of the following requirements under the contract witltbtHé/ All
tasks in Attachment 2 Enrollee Handbookre part of the Scope of Work and are maiwty.

|. Enrollee Handboak

A. TheHealth Plan shall develop, print, and distribute an Enrollee Handbook and update it at

least annually.

Upon notice to IDHW of material changes to the Enrollee Handbook, the Health Plan shall

make appropriate revisions anchmediately distribute the revised Enrollee Handbook to

Enrollees and Providers.

The Health Plan shall distribute hard copies of the Enrollee Handbook to each Enrollee within
thirty (30) calendar days of receipt of the request for enroliment to the Haalthl y Qa LJX | y X
LINAR2NJ G2 GKS 9y NRffSSQa SyNRff YcE#womeéaF SOGA DS
handbooks are updated, whenever there are material revisions, and at least annually

thereafter.

The Health Plan shall distribute the Enrollé@ndbook to all imetwork Providers upon initial
credentialing, annually thereafter, as handbooks are updated, and whenever there are

material revisions. For purposes of providing Enrollee Handbooks to Providers, it is acceptable

to provide Enrollee Harmboks in electronic format, including, but not limited t@pmpact Disc

(CD or access via a web link.

The Enrollee Handbook shall include but is not limited to:

B.

1.

¢tKS I1SFHEGK ttlyQa O2yill @éphdngriuadbdedyCali A 2y Ay Of

CenterHelp Daskand Nurse Advice Linelephone numbers, and website;

The Health Plan's business hours and dmduding the availability of a twenfpur

(24) hour Nurse Advice Line

A description of the terms and nature of services offered by the Health Plan;

Allinformation required under 42 CFR § 438.10(f)(6) including, but not limited to:

a) lyed NBalUNAROiUA2YyAdA 2y (GKS 9yehRotkf SSQ& FN
Providers,

b) The extent to which Enrollees may obtain benefits, including family planning
services, from oubf-network Providers;

c) The amount, duration, and scope of services available under the contract in
sufficient detail to ensure that Enrollees are informed of the services to which
they are entitled; and

d) The procedures for obtaining benefits, including aarthation requirements;

Instructions on accessing carvedt services that are available under Medicaid FFS;

Grievance, appeal, and fair hearing procedures as required at 42 CFR § 438.10(g)(1),

including the following:

a) The right to file grievances and agads;

b) The requirements and timeframes for filing a grievance or appeal;

c) The availability of assistance in the filing process;

&
(V)
Tl
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10.

11.

12.

13.

14.

15.

16.

17.
18.

d) The tolifree numbers that the Enrollee can use to file a grievance or appeal by
phone;
e) The fact that, if requested by the Enraland under certain circumstances:
QD Benefits will continue if the Enrollee files an appeal or requests a State
fair hearing within the specified timeframes; and
(2) The Enrollee may be required to pay the cost of services furnished during
the appeal if the fial decision is adverse to the Enrollee.
f) The right to a State hearing:
(2) The method for obtaining a hearing; and
2) The rules that govern representation at the hearing.
The extent to which, and how, aftérours and emergency services are provided, as
well asother information required under 42 CFR 8 438.10(f)(6)(viii) related to
emergency services; including
a) What constitutes an emergency medical condition, emergency services, and
post-stabilization care services, with reference to the definitions in 42 CFR §
438.114(a);
b) The fact that prior authorization is not required for emergency services;
c) The process and procedures for obtaining emergency services, including use of
the 91Xtelephone system or its local equivalent.
d) The locations of any emergency settings afiaer locations at which providers
and hospitals furnish emergency services and {stebilization care services
covered under the Health Plan.
e) The fact that, subject to the provisions of this section, the enrollee has a right to
use any hospital or settg for emergency care.
The poststabilization care services rules set forth in 42 CFR § 422.113(c);
Any applicable policies on referrals for specialty care and other benefits not furnished
08 (KS 9yNRffSSQa t/tT
All costsharing information, including otact information where the Enrollee can ask
guestions regarding their cosharing obligations;
Information about the availability of neemergency transportation and how to access
services;
Enrollee rights and protections, as enumerated in 42 CFR 8@£B&nd in accordance
with Attachment 1¢ Enrollee Rights
The standard approved Discrimination Complaint Form;
The responsibilities of Enrollees;
Special benefit provisions (for example;gayments, limitsor rejections of claims)
that may applytosew OSa 206G+ AYSR 2dziaARS (KS |1 SIf (K
Procedures for obtaining owdf-network services, including how to contact IDHW for
information on how and where to obtain counseling or referral services not covered by
the Health Plan due to moral or raligis objections;
Standards and expectations for receiving preventive health services;
Procedures for changing Health Plans and circumstances under which this is possible;
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19. Procedures for making complaints and recommending changes in policies and services;

20. Information aboutAdvanceDirectives; as required by 42 CFR § 422.128, including the
following:

a) A description of State law concerniAgvancedDirectives and Enrollee rights
under State law.

by ¢KS I SFHfGK tflyQa LRftAOASA edBHghtk)SOGAY A K
including a statement of any limitation regarding the implementatiodd¥ance
Directives as a matter of conscience.

C) Notification to Enrollees that complaints concerning noncompliance with the
AdvanceDirective requirements may be filed with ¢hState survey and
certificationAgency.

d) Modification to written material after applicable changes in State law within
ninety @0) days after the effective date of the change.

21. Information for Enrollees regarding selirection of services;

22. Information onAlternative Formats of communication for visually and hearing
impaired and norEnglish speaking Enrollees and how Enrollees can access Alternative
Formats;

23. Information on how Enrollees can access IDAPA 16.08RuBes Governing Contested
Case Proceedingsd Declaratory Rulinggither online or from an IDHW office. Rules
are available abttp://adminrules.idaho.gov/rules/current/16/0503.pdf

24. Information regarding the appeals rights neadvailable by IDHW teroviders to
challenge the failure of the Health Plan to cover a service.
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Attachment 3- Network Provider Subcontracts

All Provider subcontracts shall include, but not be limited to, the following provisions:

1. The name and address the subcontractor.
2. The method and amount of compensation, reimbursement, payment, or other considerations
provided to the Provider.
3. ldentification of the population to be served by the Provider.
The methods by which the amount, duration, and scopeave@ed Services are determined.
5. ¢KS GSNY 2F (KS t NPOARSNDA &4dzo 02y (i N} OGX Ay Of dzR
for extension, termination, and renegotiation.
6. Specific Provider subcontract duties relating to coordination of benefits, coshgh@ir
applicable), and determination of thirgarty liability.
7. ldentification of thirdparty liability coverage and requirements for seeking thpedty liability
payments before submitting claims and/or encounters to the Health Plan, when applicable.
8. Canmpliance with the requirements in the Health Plan QM/QI and UM plans and QM/QI
program.
9. Uniform terms and conditions of the contract.
10. Assumption of full responsibility for all tax obligatiogyrker'sCompensationrisurance, and
all other applicable insance coverage obligations required in this contract, for itself and its
employees, and that the IDHW shall have no responsibility or liability for any taxes or insurance
coverage.
11.LYO2NLIR2 N A2y 6& NBFTFSNBYyOS 2F (KhatthésProkideK t f | y O
subcontract complies with all requirements stated in this contract.
12. Compliance with encounter reporting and claims submission requirements in accordance with
GKS 1'SFfTGK tfFyQa t NPGARSNI al ydzi f BaltidssyoOf dzRA Yy 3 L
non-reporting, untimely reporting, or inaccurate reporting.
13.¢ KS NRIKG 2F | tNRPOGARSNI G2 | LIWISIHE F OfkFAYa RAA
Manual.
14. Assistance to Enrollees to understand their right to file grievances and appestcordance
GAOK GKS I SIHfTGK tfFyQa tNRPOARSNI al ydzrf akKlFftf o
15. Compliance by the subcontract with audits, inspections, and reviews in accordance with the
I SIFfTGK tfFyQa tNROARSNI al ydzZ £ = IDYVOhayzeohdyicE | y& N
16. Cooperation of the Provider with the Health Plan, other Providers, and/or State employees in
scheduling and coordinating its services with other related service Providers that deliver services
to Enrollees.
17. Facilitation by the Provide®o | y2 i KSNJ t NP GARSNRA NBlF azylrotsS 2LJ
the prohibition of any commission or condoning of any act or omission by the Provider that
interferes with, delays, or hinders service delivery by another Provider or by State employees.
18. When applicable, submission of the National Outcome Measures to the IDHW, including access
to services, engagement in services, independent and stable housing, employment, and
employment training rates.

H
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19.

20.

21.

22.

23.

24.

A requirement that services are provided in a cultiyraompetent manner to all Enrollees,

including those with limited English proficiency or reading skills, and diverse cultural and ethnic
backgrounds.

The subcontractor acknowledges that it is aware of the False Claims Act (sections 3729 through

3733 ofTitle 31, United States Code). In addition, any Provider that either receives or makes

annual Medicaid payments of at least five million dollars ($5,000,000) acknowledges that they

are required to comply with Title 42, United States Code, Section 1396atayraph (68) as

amended by the Deficit Reduction Act of 2005. The Provider specifically acknowledges its
responsibility regarding employee education about the False Claims Act and State laws

pertaining to civil or criminal penalties for false claims atedements and whistleblower

protections under such laws.

To document each item or service for which reimbursement is claimed, at the time it is

provided, in compliance with documentation requirements of ID Code-20&%h)(3), the

applicable rules and th agreement. Such records shall be maintained for at least five (5) years

after the date of services or as required by IDAPA. Upon reasonable request, the IDHW, the U.S.
DHHSor their agencies shall be given immediatcess tand permittedto reviewand copy

Fyg FyYyR Itf NBO2NR& NBfASR 2y o0& (GUKS t NPJARSNI
I 00Saaé¢ akKltf YSIy | 00Saa G2 GKS NBO2NRA |G GK
subcontractor.

To certify by the signature of the subdosctor or designee, including electronic signatures on a

claim form or transmittal document, that the items or services claimed were actually provided

and Medically Necessary, were documented at the time they were provided, and were provided

in accordancavith professionally recognized standards of health care, applicable Health Plan

rules, the IDHW rules, and this agreement. The subcontractor shall be solely responsible for the
accuracy of claimsubmitted andshall immediately repay the Health Plan &y items or

services the Health Plan or the subcontractor determines were not properly provided,

documented, or claimed. The subcontractor must assure that they are not submitting a

duplicate claim under another program or Provider type.

TheSQubcontracta acknowledges that the IDHW is not responsible for any payments to the
Subcontractor for Covered Services provided to Enrollees under this contract.

{dzo O2y NI OG2NR | INBS G2 | O0OSLI GKS 1 SFHEOGK tfly
applicable, paymend @ G KS | SF{f GK tflFy GKF{G A apakydzldlX SYSy il
payer) for any item or service as payment in full and agrees to make no additional charge to the
Enrollee except that specifically allowed by IDHW. Siteontractor further agreeshiat if

required, it will submit requests for prior authorization before the time or service is provided.
TheSubcontractor agrees not to bill the Enrollee for any services rendered unless specifically
permitted to do so under costharing rules and in therovider subcontract. Thgubcontractor

agrees not to bill the Health Plan or the Enrolleettied-party payment is made to the

Subcontractor unless the thirgparty payment is less than the amount of the Health Plan

payment plus any applicable Enr@lshare of cost payment. TlBabcontractor shall not refuse

to furnish services on accountof athitdr NIi @ Q& LIR2 GSy dA+f fAFOAtAGRE T3
447.20).
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25.

26.

27.

28.

29.

30.

TheSQubcontractor acknowledges that, as a condition of receiving payment for Medicaid

sewices, thatthesdzo O2 Yy G NI} OG2NJ A& &adzoeSOod G2 L5!'t! wmMcodnp
9y F2NOSYSyild 2F CNIdzRX !'06dzaS> IyR aAaO2yRdzO0 ¢
To comply with theddvanceDirectives requirement of 42 CFR § 489, Subpart |, and 42 CFR §
417.436(d), when applicable.

To proect the confidentiality of identifying information that is collected, usedmaintained

about an Enrollee. Confidential information shall only be released with appropriate written

I dzi K2NAT FdA2y 2F GKS 9y NRf f SSSosur&dReNaRhegitd (2 L5
wSO2NRaz¢é YR nH / Cw 2 nomdonnod

In no way shall any official, employee, or agent of the State of Idaho be in any way personally

liable or responsible for any term of this agreement, whether expressed or implied, not for any
statement, epresentation or warranty made in connection with this agreement.

No payment shall be made by the Health Plan silacontractor for a Provider Preventable

Condition as defined in 42 CFR § 447.26(b) under the contract.

TheSQubcontractor agrees taomply, as a condition of payment under the contract, with

reporting requirements on Provider Preventable Conditions in accordance with 42 CFR §

447.26(d) and as specified by the Health Plan and/or IDHW.
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Attachment4 - Plan Benefit Package (PBP

Please note that all Medicaid services listed herein are covered only to extent that such services exceed Medicarengatioos for the
same service, as Medicare is the primaryqyafor overlapping services
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| Service Nam |
and IDAPA
Reference

Service Definition Benefit Plan | May Health Limitations (if applicable) Cost Sharing
Where Servicgl Plan Require Permitted?

is Offered JAuthorization?

Inpatllent Services that are ordinarily furnished in a hospital for I/ Basic and Procedures  |No limitation is placed on the number of |No
Hospital s N . . .
Servi care and treatment of an #patient under the direction ol Enhanced generally inpatient hospital days.
ervices . .

a physician or dentist. ;cceptzc_i b?/ Inpatient hospital services do not include
IDAPA € me 'Fa those services provided in an institution fi
16.03.09.400 community o o ntal diseases.
406 and which are

medically Organ transplant procedures may include
necessarynay (0rgan transgant services for cornea and
not require bone marrow transplantation.

prior approval |kjqney, heart, intestinal, and liver

transplants must be performed in Medica
certified transplant centers.

The treatment of complications,
consequences or repair of any medical
procedure in whichihe original procedure
was excluded from Medicaid, unless the
resulting condition is life threatening as
determined by the Department or its
authorized agent is excluded from Medic:
payment.

Payment is limited to senprivate room
accommodations unlesgipate
accommodations are medically necessar
and ordered by the physician.
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Elective medical and surgical treatments,
except family planning services and
medically necessary cosmetic surgery, al
excluded from Medicaid payment unless
prior approved by thédepartment or its
authorized agent.

New procedures of unproven value and
established procedures of questionable
current usefulness as identified by the
Public Health Service and that are excluc
by the Medicare program are excluded
from Medicaid payment.

Acupuncture, biefeedback therapy, and
laetrile therapy are excluded from Medice
payment.

Procedures, counseling, and testing for t
inducement of fertility are excluded from
Medicaid payment.

Surgical procedures for the treatment of
morbid obesity ad panniculectomies are
excluded unless prior approved by the
Department or its authorized agent.

Inpatient In addition to Psychiatric Services covered under Inpai/Basic and Only for Medicaid does not reimburséMDsfor No
Psychiatric  |Hospital Serviceshe Enhanced Alternative Benefit Enhanced elective individuals ages twentgwo (22) to sixty
Services Package includes Services for Certain Individuals in admissions.  |four (64).

Institutions for Mental DiseasdfMD)permitted under

IDAPA ) 1905(a)(14) of the Social S A InpatientBehavioralHealth care in a
16.03.09.702 sections (2)(14) of the Social Security Act Psychiatric orAcute Care Hospital after the
706 and Enrollee exhausts the Medicare benefit

limit.
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16.03.10.100 This includes serviceslikDsfor individuals age sixtive
102 (65)and over and individuals who are twentyie (21)
years of age.

Other These services include medical care and any other typ/Basic and Yes (except fo|Podiatrist Services are limited to treatmel/No
Practitioner remedial care recognized under State law, furnished b|/Enhanced Plan|urgent and based on chronic care criteria and for
Services licensed practitioners within the scope of their practice emermgency treatment of acute foot conditions thaif
IDAPA defined by State law. services) left uptr?ated E:oulcj cause, an ?dverse
16.03.09.540 2dz002YS 02 0KS 9y N
544 Optometrist services are limited to
IDAPA providing eye examination and eyeglasse
16.03.09.784 covered L_Jnder this Stgﬂélan unless the _
285 optometrist has been issued and maintail
certification under the provisions of Idahc
Code to diagnose and treat injury or
diseases of the eye. In these circumstanc
payment wil be made for diagnosis and
treatment services.
Prevention |PHA benefits may be available to Enrollees for tobacc( Basic and Yes PHA benefits will be available when No
Services: cessation and weight reduction/management in Enhanced Plan individuals complete speadfil activities in
Prevention |accordance wittapplicable IDHW rules. These goods a preparation for addressing the targeted
and Health |services may include nicotine patches or gum, welghs health condition. These activities include
Assistance |programs, dietary supplements, and other heatilated discussing the condition with theRCR
Benefits benefits. participating in an applicable support
IDADPA groupj and completing basic.:.educational
16.03.09.620 material related to the condition.
626
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Prevention  |Nutritional Services include intensive nutritional Basic and
Services: education, counseling, and monitoring. (IDAPA) Enhanced Plan
NutI’I.'[IOI’] The Enhanced Alternative Benefit Package includes
Services . . . . .
intensive nutritional education, counseling, and
IDAPA monitoring by a registered dietician or an individual wh
16.03.09.630 |has a baccalaureate degree granted by a U.S. regiona
635 accredited college or university and hastrtiee

academic/professional requirements in dietetics as
approved by the American Dietetics Association to ass
the patient's proper nutrition is allowed. Nutrition
Services must be discovered by the screening services
ordered by the physician; mube MedicallyNecessary;
and, if over two (2) visits per year are needed, must be
authorized by IDHW prior to the delivery of additional
visits.

Prescribed |The Enhanced Alternative Benefit Package includes |Basic and
Drugs Prescribed Drugpermitted under section4905(a)(12), |Enhanced Plan
2110(6) and 2110(a)(7) of the Social Security Act. The!

services include drugs prescribed by a practitioner acti

within the scope of his practice, chemotherapy drugs

approved for use in humans by the U.S. Food and Dru
Administration(FDA) vaccines and prenatal vitamins.

IDAPA
16.03.09.662

Prescribed drugs are provided for norstitutionalized
persons as well as institutionalized patients. Prescripti
for oral contraceptives and diaphragms for women of ¢
bearing age are also eligible for payment.dkilg
products requiring, bygate or Federal law, dicensed
Practitioner's order for dispensing or administration whi
are MedicallyNecessary are purchasabkxcept for

Yes

The following
drugs require
prior
authorization
under the
Idaho Medicaic
program:

w
Amphetamines
and related
CNS
stimulants;

w DNER g
hormones;

Nutrition Services related to obesity, No
including dietary assessment and
individualzed nutrition education, shall nc

be subject to the limitations in the

definition when provided as PHA benefits

Note: Only the Medicaigrescribed drugs |No
not already covered by Medicare Part D
are required by Medicaid.

Limitations. The followingService
Limitations apply to the Enhanced
Alternative Benefit Package covered und
the State Plan. Prior authorization will be
required for certén drugs and classes of
drugs. Prior Authorization criteria is
RS@PSt2LISR 068 (KS 5!
pharmacists with input from the Medical
Director, the Pharmacy and Therapeutics
Committee, and the Drug Utilization Revi
Board. The criteria used to mla drugs on
prior authorization is based upon safety,

Pagel57of 257



(1) Those specifically excluded as ineffective or
inappropriate by IDHW policer

(2) Those drugs not eligible fdtederal participation. A
prescription drug is considereddedicallyNecessary for a
client if it is reasonably calculated to prevent or treat
conditions in thedient that endanger life, cause pain or
functionally signifiant deformity or malfunction; and
there is no other therapeutically interchangeable
prescription drug available or suitable for tRBent
requesting the service which is more conservative or
substantially less costly; and the prescription drug mee
professionally recognized standards of health care anc
ddzoalGlyiGAll SR o0& LINB&ONM
of suchMedicalNecessity. Those records will be made
available to IDHW upon request. The criteria used to
determineMedicalNecessity is statechiapplicable IDHW
rules.

Medicare Excluded Drug Productffective January 1,
2006,

IDHW will not cover any Part D drug for fiodinefit Dual
Higible Individuals who are entitled to receive Medicare
benefits under Part A or Part B. IDHW provides coverz
for the following Medicare excluded or otherwise
restricted drugs or classes of drugs or their medical us
all recipients of Medial Assistance under this Stat&@aP,
including fullbenefit Dual Higible Beneficiaries under the
Medicare Prescription lDg Benefitg Part D.

Lipase inhibitors subject to Prior Authorization.

Prescription Cough & Cold symptomatic relief.

w wS A yefficacy and clinical outcomes as provide
© . NI yE by the prqduct Iabelln.g of the drug, -and
quality evidence provided by established

drugs when ,
drug compendia, and the Drug
acceptable i .
. ._|Effectiveness Review Program.
generic form is
available; Prescribing?hysidans,Pharmacists, and/or
w aSRAC :Aes(;gna};eg r:epresenbatl\t(/(les LrJn]:aly cgntact1
otherwise e |c§u . armacy nf )for prior
authorizations via B00 phone and fax
covered by the| . ;
lines, or by mail. Responses are issued
Department

within twenty-four (24) hours of the
request. Pharmacies are authaitto
dispense a seventiwo (72) hour supply of
a prior authorized product in the event of

for which there
is a less costly
therapeutically

interchangeabl h i _
e medication 2" emergency. e pr(?gram gomp ies wi
requirements set forth in Section 1927 (d
covered by the . _ .
(5) of the Social Security Act pertaining tc
Department . o
prior authorization programs.
w aSRAC _ .

. . |The Bhanced Alternative Benefit Packag
prescribed in o .

. has a limitation that no more than a thity
guantities ¢ 34 d v of conti |
which exceed our ( d) a;;.sup.py.o co; muours],y Ny
the EDA required medication is to be purc_ ased ir

calendar month as a result of a single
dosage o .
. prescription. To provide enhanced contro
guidelines;

over this limiation, the Point of Sale (PO<S
w aSRAC system has added an early refill edit to
prescribed  |identify medication refills provided before
outside of the |5t |east seventfive percent (75%) of the
FDAapprovedS 5 G A Yl GSR RI&aQ &dz
indications; | This edit can be overridden by the

pharmacy if a charein dosage is ordered

The edit is designed to prevent waste ant

Pagel58of 257



Therapeutic Vitamins which may include:

w Lye2aSodlrotS +AdFYAY . mMH
w *AlUFYAY Y YR Iyl f23dsS
w [ SASYR F2fA0 I OART

w hNIf f 8dtSiying folk BidittTh&ombination

with Vitamin B12 and/or iron salts, without additional
ingredients; and

w [ S3ISYR *#AGFYAY 5 IyR |-
Non-Legend Products which may include:

W LyadzZ AyT

w hNIf ANRY &alftdarT

w t SNY¥SGKNAYT YR

wOver the Counter@TQ products as authorized by
applicablelDHW rules.

Barbiturates.
Benzodiazepines.

Additional Covered Drug Productédditional drug
products will be covered as follows:

¢CKSNI LISdzi A O +AGFYAYAT
Ly 2SOl 6 tCGanacobaldmii ang analogue
+ A & Bnd Anglogues;

t SRA I (-Nbride p@patatioNsh y

[ $3SyR LINByldlFt GAlGl YA
women;

€ € € €& €

w [ é LJ- dabuse by preventing unnecessasfills and

inhibitors; and

w C5A X
rated single
source and
innovator
multi-source
drugs
manufactured
by companies
not
participating in
the National
Rebate
Agreement,
which have
been
determined by
the
Department to
be medically
necessary.

identify dients who may be accessing
multiple Physicians anéharmacies and
stockpiling medications. The following
medications are the onlgxceptions to the
thirty-four (34) day supply limitatian

Up to one hundred (100) unit doses or a
one hundred (100) day supply, whicheve|
less, of the following medications may be
purchased:

w /I NRAFO 3Ifedz2arR:
w ¢CKENRPAR NBLX I OSY!:
w t NBifamiis;

w bAGNRItE@OSNAY adz
products;

w Cfdz2NARS IyR @Al
products; and

w bl2génd oral iron salts.

Oral contraceptive products may be
purchased in a quantity sufficient for one
(), two (2), or thred?3) cycles.

Excluded Drug Product$he following
categories and specific products are
excluded:

w [ SASYR RNMXzZIa F2NJ
Participation (FFP) is not availaple
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Family
Planning
Services

IDAPA
16.03.09.681
683

w [ SASYR F2tA0 I OART

w hNIf £S3SyYyR RNMHzZa O2yi
with Vitamin B12 and/or iron saltsyithout additional
ingredients; and

w [$3SYR zAGFYAY 5 FyR |-

Prescriptions for notegend products will be covered as
follows:

w LyadzZ AyT

¢20l 002 OSaal A2y LINBR
hNIf ANBY alfdaTtT FyR

t SNYSGKNRAY S FYyR

€ € € €

CSRSNYt tS3ISYyR YSRAeeEnd .
status, as well as their therapeutic equivalents, based
Director approval which is determined by appropriate
criteria including safety, effectiveness, clinical outcome
and the recommendation of the P&T committee.

The Enhanced Alternative Benefit Package incl&@asily Basic and
Planning Servicepermitted under section4905(a)(4)(C) Enhanced Plan:

and 2110(a)(9) of the Social Security Act. These servic
include prepregnancyFamily PlanningServices and
prescribed supplies are covered including birth control
contraceptives.

FamilyPlanningServices and supplies fandividuals of
child-bearing age include counseling and medical servi
prescribed by a licensdehysician, qualified certified
NursePractitioner, orPK & & A @ssistaftQTlhe Enhance
Alternative Benefit Package covers diagnosis, treatme

w b2YyLINBAONRLIIAZY
Federal Legend), except permethrin and
oral iron salts

w h@dzE I GA2y &a0AYdzZ |
enhancing drugs

w aSRAOIGA2ya dzaSR
w t NBAONRLIIAZ2Y @Al
B12, vitamin K, legend vitamin D, legend
pediatric vitamin and fluoride preparation

legend prenatal tamins for pregnant or
lactating women, and legend folic acid

w 5ASG adzlx SYSyida
products are excluded unless provided a:
PHA benefits or when provided to pregne
women; and

w bAO20GAYyS OSaal GA:
unless provided asHA benefits, or when
provided for pregnant women.

Sterilization procedures are limited to No
Persons who are at least twengyne (21)
years of age or older at the time of signin
the Informed ConsentForm. APerson over
the age of twentyone (21) that is incapabl
of giving informed consent will be ineligib
to receive Medicaid payment for the
sterilization. The person must voluntarily
sign thelnformed ConsentForm at least
thirty (30) days, but not more than one
hundred eighty (180) days, prior to the
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Community
Based
Outpatient
Behavioral
Health
Services

IDAPA
16.03.09.707
711

contraceptive supplies, relatecounseling, and restrictec
sterilization.

CommunityBased Outpatient Behavioral Health
Services.BehavioraHealth Services are medically
necessarRehabilitation Services that evaluate the need
for and provide therapeutic and rehabilitative treatmen
to minimize symptoms of mental illness andstance ust
disorders and restore independent functioning. These
services include:

Screening, Evaluation, and Diagnostic Assessments
(includesOccupationalTherapy Assessments).
Assessment anBvaluationServices define or delineate
the iy’ R A @ ANRedizl He&lth/ubstanceUse Disorder
diagnoses and related service needs. Assessment an
BvaluationServices are usetb document the nature of
the ¥ R A @ ABetdmkiofalRi€alth status in terms of
interpersonal, situational, social, familial, economic,
psyclological, substance abusagnd other related factors
These services include at least two major components

1) Sreening andevaluation (including medical, bio
psychosacial history; home, family, and work environm
assessment; and physical and laboratory studies/testir
and psychological testing as appropriate); and

Basic and Yes
Enhanced

sterilizationprocedure. Sterilizations for
Individuals institutionalized iorrectional

Facilities,Mental Hospitals, or other

RehabilitativeFacilities are ineégible unless

ordered by theCourt of Law.
Hysterectomies performed solely for
sterilization are ineligible for Medicaid
payment.

All CommunityBased Outpatient Behaviot No

Health Services are subject to the limitati
of practice imposed bgate law, Federal

regulations and according applicable
Department rules, the Idaho Medicaid
Provider Agreement Medicafdedicaid

Coordinated Plan as awarded or amende
and approved by the Department or its

authorizedAgent based upoMedical
Necessity.
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2) Awritten report on the evaluation results to impart th
EQI f dzZl 62NDR&a LINRPFTFSaarzyl f
of severity, socigbsychological functioning, and
recommendations for treatment alternatives.

Treatment Planning.TheTreatmentPlan refers to a
written document that outlines the prescribed treaent
for the Individual using multidisciplinassessment and
Bvaluation documentation completed and gathered. Ti
TreatmentPan is updated to reflect the progression of
therapy.

Psychotherapy (Group and Family)

1 Group. GroupPsychotherapy consists gfoup
therapeutic interventions provided to Medicaid
eligibleIndividuals to address alcohol or drug
abuse and/or emotional, behaviorar cognitive
problems. Personal trauma, family conflicts,
responses to medication, and other life
adjustments reflect few of the many issues thi
may be addressed. Services may be provided
various settings. Group size should be at leas
three (3) or more, but fewer than ten (10)
individuals.

1 Family Psychotherapylnterventions directed
toward anindividual and fanily to address
emotional or cognitive problems which may be
causative/exacerbating of the primary mental
disorder or have been triggered by the stress
related to coping with mental and physical illne
alcohol and drug abuse, and psychosocial
dysfunction Personal trauma, family conflicts,
family dysfunction, sel€oncept responses to
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medication, and other life adjustments reflect ¢
few of the issues that may be addressed. The
State Plan service allows for any combination
family members, whether justdults or adults
with children/adolescents.

Partial Care TreatmentA distinct and organize:
intensiveAmbulatory Treatment Service offering
less than twentyfour (24) hour daily care that is
reasonable and necessary for the diagisoor
active treatment of the Y RA @A Rdzl £ Q&
reasonably expected to improve or reduce
disability or restore thdy RA @A Rdzl £ Q3
functional level and to prevent relapse or
hospitalization.

Behavioral Health NursingProfessionagervices
directed at thereduction of disability or
NEBal2NI GA2Yy 2F TFdzy OG A
mental health problems and the care and
treatment of Persons withBehavioralHealth
disorders.

Occupational TherapyFor the purposes of
Mental Health Treatment, the use opurposeful,
goaloriented activity to achieve optimum
functional performance and independence,
prevent further disabity, and maintain health
with Individuals who are limited by the symptol
of their mental illness.

Drug ScreeningLaboratoryScreeningsare used
to treat BehavioralHealth and medical disorder:
and providePharmacologidManagement. Tests
may include, but are not limited tdJrinalysis,
other formalDrug Screenings, andlood Tests.
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CommunityBased Rehabilitation and Substanc
Use Disordefreatment ServicesThese service
consist of communitypased evidencéased
practices that are restorative interventions or
interventions that reduce disability and that are
provided to Members with serious, disabling
Mental lliness,Emotional Disturbarce, or
SubstanceUseDisorders for the purpose of
increasing community tenure, elevating
psychosocial functioning, minimizimgychiatric
Symptomatology or eliminating or reducing
alcohol and drug us@nd implementing structur
and support to achieve anslistain recovery, ani
ensuring a satisfactory quality of life. Services
includeTreatmentPlanning, and the provision
and coordination of treatments and services
delivered by multidisciplinary teams under the
supervision of a licensd8ehavioralHealth
professional staffPhysician or Nurse.

o0 Interventions forPsychiatric
Symptomatology will use an active,
assertive outreach approach and
including use of a comprehensive
assessment and the development of a
Community Support Treatment Plan,
ongoingmonitoring and support,
medication management, skill
restoration, crisis resolutigrand
accessing needed community resourc
and supports.

o Interventions forQubstanceAbuse
Disorders will includ&ubstanceUse
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Behavioral
Health Case
Management
Services

IDAPA
16.03.09.709

DisorderTreatment Planning,Psyche
Education andupportive Gounseling
which are provided to achieve
rehabilitation and sustain recovery anc
restoration of skills needed to access
needed community resources and
supports. These services are providet
conjunction with any professional or
therapeuticBehavioralHealth Services
identified as necessary for the membe

Behavioral HealtitaseManagementServices ae services Bast and
Enhanced Plan

furnished to assisnidividuals, eligible under the State
Pan, in gaining access to needegdical,social,
educationa) and other services. Case Management
includes the following assistance:

Assessmentrad periodic reassessment of amdividual to
determine the need for any medical, educational, sqcie
or other services. These assessment activities include;

Takingdient History:

IdentifyingtheV RA @A Rdzl £ Q4 Yy SSRa
documentation;

Gathering information from other sources such as fami
members,MedicalProviders,SocialWorkers, and
Educators (if necessary), to fora complete assessment
of the Individual.

Development (andPeriodic Rvision) of a%ecificCare
Plan that:

Casdvlanagement does not include, and [No
FFP is not available in expenditures for,
services when th€aseManagement

activities are an integral and inseparable
component of another covered Medicaid
Service (State Medicaid Manual (SMM)
4302.F).

CaseManagement does not include, and
FFP is not available in expenditures for,
Services defined in when th@ase
Management activities constitute the dire
delivery of underlying medical, education
social, or otheservices to which an eligibl
Individual has been referred, including fol
Foster Care programs, services such as, t
not limited to, the following: research
gathering and completion of
documentation required by th€oster Care
program; assessing adopti@acements;
recrutting or interviewing potential &ster
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Is based on the iofmation collected through the
Assessment; Specifies the goals and actions to addres
medical, social, educational, and other services neede
the individual;

Includes activities such as ensuring the acpigeticipation
of the eligible hdividual, and working with thendividual
(orthely RA @A Rdzl £ Q& | dzi K2NAT S
and others to develop those goals; and

Identifies a course of action to $pond to the assessed
needs of the eligibléndividual.

Referral andRelated Activities:

To help an eligiblendividual obtain needed services
including activities that help link amdividual with:

Medical, social, education&oviders; or

Other programsand services capable of providing need
services, such as making referrals to providers for nee
services andaheduling appointments for thendividual.

Monitoring and Follow-up Activities:

Activities, anddontact, necessary to ensure tligare Plan
isimplementedand adequately addressing thg R A @ A
needs. Thesdéctivities andContract may be with the
Individual, his or her family memben&oviders, other
entities or individuals and may be conducted as freque
as necessary; including at leaste annual monitoring to
assure following conditions are met: services are beinc
furnished in accordance with tHEP services in th€are
Man are adequate; and if there are changeshe needs
orstatusofthey RA @A Rdzl £ Q& yS0OSaz:

Care parents; serving legal papergme
investigations; providing transportation;
administeringFoster Care subsidies; makin
placement arrangements. (42 CFR
441.18(c))

FFP only is available f6ase Management
serviceor Targeted Case Management
Servicesif there are no other third3)
parties liable to pay for such services,
including as reimbursement under a
medical, social, educational, or other
program except foCaseManagement that
is inclided in anhdividualizededucation
Program orndividualizedramily Service
Plan consistent with 81903(c) of the Act.
(81902(a)(25) and 1905(c))
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Medical
Equipment,
Supplies and
Devices;
Prosthetic
Devices

IDAPA
16.03.09.771
773

Vision
Services

IDAPA
16.03.09.781
785

made to theCare Plan and service arrangements with th
Providers.

Case Managementlay Include:

Contact with noreligible individuals that are directly
related to identifying the needs and sprts for helping
the eligible hdividual to access services.

The Enhanced Alternat Benefit Package includes Basic and
Prosthetic Device®ermitted under sections 1905(a)(12 Enhanced Plan:
and 2110(a)(24) of the Social Security Act. These serv
includeProsthetic andOrthotic Devices and related

services prescribed by Rhysician and fitted by an

individual who is certified or registered by the Americal

Board for Certification iOrthotics and/orProsthetics.

IDHW will purchase and/or repditedicallyNecessary
Prosthetic andOrthotic Devices and related services wh
artificially replace a missing portion of the body or supj
a weak or deformed portion of the body.

The Enhanced Alternative Benefit Package incliisisn |Basic and
Servicepermitted under sections 1905(&)( 1905(a)§), [Enhanced Plan
1905(a)(12)and 211@a)(24) of the Social Security Act.

These services include eyeglasses prescribed by a
Physician skilled in diseases of the eye or by an
Optometrist.

Prosthetic and
Orthotic
Devices and

services will be
purchased onlh

if pre-
authorized by
the
Department or
its authorized

Agent.

Yes

Limit of one (1) refitting, repajor No
additional parts in a calendar year.

The Department will pay fovision Exams if No

1) The Services are based@wonicCare
Qriteria and are necessary to monitor a
Chronic Condition that could harm the
PSNE2Y Qa QGAaA2Yy D

2) The Enrollee has an acute condition th
if left untreated, may cause permanent ot
chronic damage to the eye.

The Department will pay for eyeglasses ¢
when necessary to treat ldledical
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Gondition or one (1) pair followin@ataract
Surgery.

LongTerm |The Enhanced Alternative Benefit Package includes |Enhanced Plan |NursingFacility | SkilledNursingFacility Services must have |Members inLTC

Care Service!|Nursing Facility Servicggermitted under section Care Services |prior authorizaton before payments Faciities may be
Nursing 1905(a)(4)(A) of the Social Security Act. These service must have made. Forndividuals age twentpne (21) |required to pay a
Facility includeNursingFacility Services (other than services in ¢ prior and older, such prior authorization is Patient Liability for
Services IMD) for Individuals determined in accdance with authorization |initiated by theBigibility Examiner who the cost of theLTC
section 1902(a)(31)(A) of the Act, to be in need of suct before secures consultation from the regional |Services to theLTC
care. payment is inspection of care to review forldedical |Facilities in
IDAPA made. Decision as to eligibility foxursingFacility |accordance with
16.03.10.220 Services and authorization of payment.  |IDAPA 16.03.10.2:
296 and 16.03.05.722

LongTerm |"PersonalCare Services (PCS)" means a rangdefdically Enhanced Plan|Yes
Care Service: Oriented Care Services related to mEnrollee's physial or
Personal Car|functional requirements. These services are provided i
Services the Enrollee's home or personal residenbat do not
include housekeeping &killed NursingCare.

IDAPA
16.03.10.300
308

Hospice Care|The Health Plan must pay tiespiceAgency a per diem [Enhanced Plan |Yes
amount for room and board dfiospiceResidents in a
Certified NursingFacility receiving routine or continuous
care services, consistent with IDAPA 16.03.10.459.08
applicableHospice rules in IDAPA 16.03.10.48D. In this
02y GSEGZ GKS GSNN aNB2Y

NursingFacility Care Services must have
prior authorization before payment is
made.

726.

Services are limited to sixteen (16) hours/No
per calendar week, per eligibEnrollee.

The Health Plan is not required to pay fot Yes
HospiceServices outside of &ertified
NursingFacility whereHospiceResidents

are receiving routine or continuous care
services.
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IDAPA
16.03.10.450
460.

Specific
Pregnancy
Related
Services

IDAPA
16.03.09.890
895

in the ADLsin socializing activities, administration of
medication, maintaining the cleanlinessoRa a A RSy
room, and supervision and assisting in the usBlfEand
prescribed therapies. The additional payments and the
related days are not subject to the cagecified in IDAP.,
16.03.10.457 and 16.03.10.459. The room and board t
shall be ninetyfive percent (95%) of the per diem interir
reimbursement rate assigned to th&cility for those
dates of service on which the Enrollee wasesident of
that facilty.

Basic and Yes
Enhanced Plan:

When ordered by the Enrollee's attendifpysician,
NursePractitioner, or Nurse Midwife, payment of the
following services is available after confirmation of
pregnancy and extending through the end of the montt
which the sixtieth(60™) day following delivery occurs.

01. Individual and Family Social Servicégmited to two
(2) visits during the covered period.

02. Maternity Nursing VisitThese services are only
available to women unable to obtainRaysician Nurse
Practitioner FK & & A @ssistahidaNurseManagerto
provide PrenatalCare. This service is to end immediatel
when aPrimary Physician is found. A maximum of nine |
visits can be authorized.

03. Nursing Serviced.imited to two (2) visits during the
covered perial.

04. Nutrition ServicesNutritional Services are described
in Sections 630 through 632 of these rules.

05. Qualified Provider Risk Assessment and Plan of Ci
When prior authorized by IDHW, payment is made for

Limitations are built int&erviceDefinition. |No
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Adult Day
Health

IDAPA
16.03.10.320
330

Day
Habilitation

IDAPA
16.03.10.320
330

Qualified Provider Services in completin of aSandard
RskAssessment an@an of Care for women unable to
obtain aPCPNursePractitioner, orNurseMidwife for the
provision ofAntepartum Care.

Adult Day Health is a supervised, structured service A&D Waiver |Yes
generally furnished four (4) or more hours per day on ¢

regularly scheduled basis, for one (1) or more days pe

week. It is provided outside the home of the Enrollee ir

non-institutional, communitybased setting, and it

encompassehealth services, social services, recreation

supervision for safety, and assistance wkbDLseeded to

ensure the optimal functioning of the Enrollee. AdD#y

Health services provided under thigiver will not include

room and board payments.

DayHabilitation consists of assetice with acquisition, |A&D Waiver |Yes
retention, or improvement in selfielp, socialization, and
adaptive skills that take place in a nogsidential setting,
separate from the home or facility in which the Enrollet
resides. Services will normally be furnished four ¢4) o
more hours per day on a regularly scheduled basis, for
(1) or more days per week, unless provided as an adju
to other day activities included in an Enrolle®an of
Care. DayHabilitation services will focus on enabling the
Enrollee to attain omaintain his or her maximum
functional level and will be coordinated with aRgrysical

Therapy,OccupationalTherapy, orSeechlLanguage

On the A&D waiver, Enrollees residing in|Yes- Deductions
home-based setting may only receivelult |are subtracted
Day Health Care Services twelve (12) hours|from countable
in any twentyfour (24) hour period. income after
exclusions to

determine the base
Enrollees residing in@FHmnay only receivé amount subject to

Adult Day Health Care Services if there is ai|cost participation ir
assessed unmet socialization need that |the form co
cannot be provided by th€FHprovider.
Adult Day Health Care Services are not
offered to Enrollees who reside in a
Residential Assisted Living Fagili

payments per
IDAPA 16.03.18.

Yes- Deductions
are subtracted
from countable
income after
exclusions to
determine the base
amount subject to
cost participation ir
the form co
paynents per
IDAPA 16.03.18.

Limited to thirty (30) hours a week.
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Homemaker
Services

IDAPA
16.03.10.320
330

Residential
Habilitation

IDAPA
16.03.10.320
330

Pathologyervices listed in th@an ofCare. In addition,
Day Habilitation Services may serve to reinforce skills o1
lessons taught in school, therapy, or other settings.

HomemakerServices consist of performing for the A&D Waiver |Yes
Enrollee, or assisting hior herwith, or both, the

following tasks: laundry, essential errands, meal

preparation, and other routin@ousekeeping duties if

there is no one else in the household capable of

performing these tasks.

ResidentiaHabilitation Services consist of an integrated A&D Waiver |Yes
array of individually tailored services and supports

furnished to eligible Enrollees. These services and

supports are designed to assist the Enrollees to reside

successfully in their own homes, with their families, or

CHs The services and supports that may be furnishec

consist of the following:

i. SeltDirection consists of identifying and responding t
dangerous or threatening situations, making demis and
choices affecting thendividual's life, and initiating
changes in living arrangements or life activities;

ii. MoneyManagement consists of training or assistanc
handling personal finances, making purchases, and
meeting personal financial obligations;

Hours are to be determined by the UAI.

Yes Deductions
are subtracted
from countable
income after
exclusions to
determine the base
amount subjetto
cost participation ir
the form co
payments per
IDAPA 16.03.18.

Yes Deductions
are subtracted
from countable
income after
exclusions to
determine the base
amount subject to
cost participation ir
the form co
payments per
IDAPA 16.03.18.
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iii. DailyLiving 8ills consist of training in accompliaky
routine housekeeping tasks, meal preparation, dressin
personal hygiene, sefdministration of medications, anc
other areas of daily living including proper useAdfptive
and AssistiveDevices, appliances, as well as following
home safety, first @, and emergency procedures;

iv. Socialization consists of training or assistance in
participation in general community activities and
establishing relationships with peers with an emphasis
connecting the Enrollee to his community. Socializatiol
Training associated with participation in community
activities includes assisting the Enrollee to identify
activities of interest, working out arrangements to
participate in such activities, and identifying specific
training activities necessary to assist thedlee to
continue to participate in such activities on an-going
basis. Socializatiofraining does not include participatio
in nontherapeutic activities that are merely diversional
recreational in nature;

v. Mobility consists of training or astiace aimed at
enhancing movement within thBerson's living
arrangement, mastering the use AflaptiveAids and
Equipment, accessing and using public transportation,
independent travel, or movement within the community
or

vi. Behavioshaping andMlanagenent consist of training
and assistance in appropriate expressions of emotions
desires, assertiveness, acquisition of socially appropric
behaviors, or extension dherapeuticServices that
consist of reinforcing physical, occupational, speech, a
other therapeutic programs.
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vii. Personalfssistanceservices necessary to assist the
Individual in daily living activities, household tasks, anc
such other routine activities as therson or thePS NA 2
Primary Caregiver(s) are unable to accomplish os br
her own behalf. PersondissistanceActivities include
direct assistance with grooming, bathing, and eating,
assistance with medications that are ordinarily self
administered, supervision, communication assistance,
reporting changes in the waiver Efird SSQ& 02
needs, household tasks essential to health care at hon
include general cleaning of the home, laundry, meal
planning and preparation, shopping, and corresponder

Respite RespiteCare includes shofterm breaks from care giving A&D Waiver |Yes
responsibilities to nospaid Caregivers. Th€aregiver or
Enrollee is responsible for selecting, training, and direc

IDAPA the Provider. While receivin@espiteCare Services, the
16.03.10.320 \Waiver Enrollee cannot receive other services that are
330 duplicative in nature. Respitéare Services provided

under thisWaiver do not include room and board
payments. Respit€are Services may be provided in the
9y NR f f SS QI FHERasMensay/Qssied Living
Facility, or an Adulbay Health facility.

Supported  |SupportedEmployment consists of competitive work in |A&D Waiver  |Yes
Employment |integrated work settings foindividuals with the most

severe disabilities for whom competitive employment h

not traditionally occurred, or for whom compétie

IDAPA employment has been interrupted or intermittent as a
16.03.10.320 result of a severe disability. Because of the nature and
330 severity of their disability, thesidividuals need intensiv

RespiteCare inclules shoriterm breaks
from care giving responsibilities to ngmaid
Caregivers.

SupportedEmploymentServices rendered
under thisWaiver are not available under
program furded by either the

Yes Deductions art
subtracted from
countable income
after exclusions to
determine the base
amount subject to
cost participation ir
the form co
payments per
IDAPA 16.03.18.

Yes Deductions
are subtracted
from countable

Rehabilitation Act of 1973, as amended, (income after
the Individuals with Disabilities Education exclusions to

Act (IDEA).

determine the base
amount subject to
cost participation ir
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Attendant
Care

IDAPA
16.03.10.320
330

Qupported EmploymentServices oExtendedServices in
order to perform such wik.

a. SupportedemploymentServices rendered under this
Waiver are not available under a program funded by
either the Rehabilitation Act of 1973, as amended, or t|
Individuals with Disabilities Education Act (IDEA).
Documentation must benaintained inthe file of each
Individual receiving this service verifying that the servic
not otherwise available or funded under the Rehabilital
Act of 1973, as amended, or the IDEA.

b. FFP cannot be claimed for incentive payments,
subsidies, or unrelatedfocaional Training expenses sucl
as the following: incentive payments made to an emplc
of Waiver Enrollees to encourage or subsidize the

EY L) 2 & SNDa LJSN\fokted Eriplbyindng y
Program, payments that are passed through to
beneficiaries of &upported EmploymentProgram, or
payments fonVocationalTraining that is not directly
related to aWaiver Enrollee'Sipported Employment
Program.

Services provided under a Medic&i€CBS \Alver that
involve personal and medically oriented tasks dealing
the functional needs of the Enrollee and accommodatii
GKS 9y NPTt t D%TamMaidténarge, T 2 NJ
Qupportive Care, orActivities ofDaily Living. These
services may includeersonalAssistance andledical
Tasks that can be done by unlicenggetsons or
delegated to an unlicensed person by a licensledlth
Care Professional or the Enrollee. Services are based c
0KS 9yNRffSSQa oAfAGASE

A&D Waiver

the form co-
payments per
IDAPA 16.03.18.

Hours are to be determined by the UAI. |Yes Deductions

are subtracted
from countable
income after
exclusions to
determine the base
amount subject to
cost participation ir
the form co
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medical dignosis, or other category of disability. This payments per
assistance may take the form of hanols assistance IDAPA 16.03.18.
(actually performing a task for the person) or cuing to

prompt the Enrollee to perform a task.

Adult Adult ResidentialCare Services consist of a range of A&D Waiver |Yes Payment is not made for the cost of roorr|Yes- Deductions
Residential |services provided in a homelike, norstitutional setting and board, including the cost of buildjin |are subtracted
Care that includeResidentialCare orAssistedLiving Bcilities maintenance, upkeemand improvement. |from countable
and CFHsPayment is not made for the cost of room an income after
board, including the cost of building maintenanapkeep exclusions to
IDAPA and improvement. determine the base
16.03.10.320 amount subject to

a. Adult ResidentialCare Services consist of a range of

services provided in a congregate setting licensed und
L5!t! mMcodno®duuI awSaARSY
CrOAtAGASA Ay LRIK2Zé GK

330 cost participation ir

the form co
payments per

IDAPA 16.03.18.
i. MedicationManagement;

ii. Assistance witthADLs

iii. Meals, includingpecialDiets;

iv. Housekeeping;

v. Laundry;

vi. Transportation;

vii. Opportunities foiSocialization;
viii. Recreationand

ix. Assistance witRersonalFnances.

x. AdministrativeOversight must be provided for all
services provided or available in this setting.
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Chore
Services

xi. A writtenIndividualServicePlan must be negotiated
between the Enrollee or hisr her legalRepresentative,
and aFacility Representative.

b. Adult ResidentialCare Services also consist of a range
services provided in a setting licensed under IDAPA
Mc ®nodmdpE dawdz S& D2OSNYA-
include:

i. Monitoring ofMedicationsManagement;
ii. Assistance witihADLs

iii. Meals, includingpecialDiets;

iv. Housekeeping;

v. Laundry;

vi. Transportation;

vii. Opportunities forSocialization;

viii. Recreation; and

ix. Assistance witfPersonalFnances.

X. AdministrativeDversight must be provided for all
services provided or available ihi$ setting.

xi. A writtenIndividualServicePlan must be negotiated
between the Enrollee or hisr her legalRepresentative,
and aFacility Representative.

ChoreServices include the following services when A&D Waive Yes
necessary to maintain the functional use of the home,
to provide a clean, sanitary, and safe environment:

a. Intermittent Assistance may include the following.

Yes- Deductions
are subtracted
from countable
income after
exclusions to
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IDAPA
16.03.10.320
330

i. YardMaintenance;

ii. Minor Home Repair;

iii. HeavyHousework;

iv. SidewallMaintenance; and

v. TrasiRemoval to assist the Enrollee to remain in the
home.

b. Choreactivities may include the following:
i. Washingvindows;
ii. Movingheavyfurniture;

ii. Shoveling snow to provide safe access inside and
outside the home;

iv. Chopping wood when wood is the Enrollee's prima
source of heat; and

v. Tacking down loose rugs and flooring.

c. These services are only available when neither the
Enrolleenor anyone else in the household is capable ¢
performing or financially providing for them, and where
no other relative, caregiver, landlord, community
volunteer,agency, or thirdparty payer is willing to
provide them or is responsible for their prowsi

d. In the case of rental property, thée ly Rf 2 NRQ&
responsibility under the lease agreement will be exami
prior to any authorization of service. Chdgervices are
limited to the services provided in a home rented or
owned by the Enrollee.

determine the base
amount subject to
cost participation ir
the form co
payments per
IDAPA 16.03.18.
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Companion
Services

IDAPA
16.03.10.320
330

Consultation

IDAPA
16.03.10.320
330

Companiortervices include nomedical care,
supervision, and socialization provided to a functionall
impaired adult. Companio8ervices are irhome services
to ensure the safety and weltleing of gperson who
cannot be left alone because of frail health, a tendetucy
wander, inability to respond to emergency situations, @
other conditions that would require a person @ite. The
ServiceProvider, who may live with the Enrollee, may
provide voice cuing and occasional assistance with
toileting, personal hygiene, dssing, and otheADLs
Providers may also perform light housekeeping tasks t
are incidental to the care and supervision of the Enrolls
However, the primary responsibility is to provide
companionship and be there in case they are needed.

ConsultationServices are services to an Enrolleeramily
Member. Services are provided by a Personal Assistar
Agency to an Enrollee #amily Member to increase their
skills as afmployer orManager of their own care. Such
services are directed at achieving the highest level of
independence and setkliance possible for the Enrollee
FYR GKS 9yNRffSSQa FI YAt
the Enrollee and family to gain a better understargiof
the special needs of the Enrollee and the role of the
Caregiver.

Environmente EnvironmentalccessibilityAdaptations include minor
| Accessibility|housing adaptations that are necessary to enable the

Adaptations

Enrollee to function with greater independence in the
home, or without which, the Enrollee would require

A&D Waiver

A&D Waiver

A&D Waiver

Yes
Enrollees living iFHor Residential
Assisted Living Facilities. Companion
Services do not include room and board.

Yes

Yes Unless otherwise authorized by IDHW,

permanentEnvironmentalModifications

are limited to a home that is the Enrollee'

Companiortervices are not authorized fol| Yes- Deductions

are subtracted
from countable
income after
exclusions to
determine the base
amount subject to
cost participation ir
the form co
payments per
IDAPA 16.03.18.

Yes Deductions
are subtracted
from countable
income after
exclusions to
determine the base
amount subject to
cost participation ir
the form co
payments per
IDAPA 16.038.

No
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IDAPA
16.03.10.320
330

Home
Delivered
Meals

IDAPA
16.03.10.320
330

institutionalization or have a risk to health, welfare, or
safety. Such adaptations may include:

a. The installation of ramps and lifts, widening of
doorways, modification of bathroom facilities, or
installation of electric anglumbing systems that are
necessary to accommodate tidedicalEquipment and
Qupplies necessary for the welfare of thi¢aiver Enrollee,
but must exclude thos@daptations orimprovements to
the home that are not of direct medical or remedial
benefit to theEnrollee, such as carpeting, roof repair, o
central air conditioning.

b. Unless otherwise authorized by IDHW, permanent
EnvironmentalModifications are limited to a home that i
the Enrollee's principaksidence ands owned by the
Enrollee orthe El¥ t £ S Spid fanfilg. y

c. Portable oNon-Sationary Modifications may be mad
when such modifications can follow the Enrollee to his
next place of residence or be returned to IDHW.

HomeDeliveredMeals are meals that are deliveréalthe |[A&D Waiver | Yes
9 y N2 thdm® ® @ramote adequate Enrollee nutrition

One (1) to two (2) meals per day may be provided to a

Enrollee who:

a.Rents or owns a home;
b. Is alone for significant parts of the day;
¢. Has noCaregiver for extended periods of time; and

d. Is unable to prepare a meal without assistance.

principalresidence ands owned by the
O9YNREfSS 2NJ dpaidtandly |

One (1) to two (2) meals per day may be |Yes Deductions
provided to an Enrollee who: are subtracted
from countable

income after
b. Is alone for significant parts of the day:|exclusions to

a. Rents or owns a home;

determine the base
amount subject to
cost participation ir
the form co
paymens per
IDAPA 16.03.18.

c.Has noCaregiver for extended periods ¢
time; and

d. Is unable to prepare a meal without
assistance.
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Non-Medical
Transportation

IDAPA
16.03.10.320
330

Personal
Emergency
Response
System

IDAPA
16.03.10.320
330

Skilled
Nursing

Non-Medical Transportation NonMedicalTransportation| A&D Waiver | Yes
enables aVaiver Enrollee to gain access\Waiver and
other Community Services andResources.

a. Non-MedicalTransportation is offered in addition to
MedicalTransportation required in IDAPA 16.03.09,
GdaSRAOFIAR . 1aArAo0 tttry .Sy
b. Whenever possible, family, neighbors, friends, or

Gommunity Agencies who can provide this service withi
charge, or public transit providers will be utilized.

PERS is dfectronicDevice that enables ®Waiver A&D Waiver Yes
Enrollee to secure help in an emergency. The Enrollee

Ffaz2 ¢S NH3t W2 NTidziod 25y adi 2

The aGSY Aa O2yySOGSR (2

programmed to signal ResponseCenter oncethe 6HS f |

button is activated. ThBesponseCenter is staffed by

Trained Professionals. This service is limited to Enrollee

who:

a. Rent or own a home, or live with unpai@regivers;
b. Are alone for significant parts of the day;

c.Have noCaregiver for extended péods of time; and

d. Would otherwise require extensive, routine supervisi

SkilledNursing includes intermittent or continuous A&D Waiver |Yes
oversight, training, or skilled care that is within the sco

of the Nurse Practice Act. Such care must be provided
licensedRegisteredNurse, or licensedracticalNurse

under the supervision of adgisteredNurse, licensed to

Non-MedicalTransportation is offered in |No
addition to MedicalTransportation requirec
Ay L5!I't! mMcdnodnpZ
BeneFAlaxe YR @Aff

Whenever possible, family, neighbors,
friends, orCommunity Agencies who can
provide this service without charge, or
public transit providers will be utilized.

This service is limited to Enrollees who: |Yes Deductions
a. Rent or own a home, or live with unpai are subtracted

. ] from countable
Caregivers; .

income after

b. Are alone for significant parts of the da|exclusions to
determine the base
amount subject to
cost participation ir
the form co
payments pe
IDAPA 16.03.18.

c. Have ndCaregiver for extended periods
of time; and

d. Would otherwise require extensive,
routine supervision.

Such care must be provided by afised | Yes Deductions
RegisteredNurse, or licensedPractical are subtracted
Nurse under the supervision ofRegistered|from countable
Nurse, licensed to practice in Idaho. Thes|/income after
services are not appropriate if they are le exclusions to

cost effective than a Home Health visit. |determine the base
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IDAPA practice in Idaho. These services are not appropriate i
16.03.10.320 they are less cost effective than a Home Health visit.
330

Specialized |a. SpecializededicalEquipment andupplies include: |A&D Waiver  |Yes

Medical i. Devices(ontrols, orAppliances that enable an Enrolle

Equ|pmenj[ to increase hisr herabilities to performADLsor to

and Supplies . . . .
perceive, control, or communicate with the environmer
in which heor shelives; and

IDAPA ii. tems necessary fdrife Support, AncillarySupplies and

16.03.10.320 |Equipment necessary for the proper functioning of suct

330 items, andDMEand Non-Durable Medicalequipment not

available under the Medicaid State Plan.

b. ltems reimbursed wittWaiver funds are in addition to
anyMedicalEquipment andSupplies furnished under the
Medicaid StatdPlan and exclude those items that are nc
of direct medical or remedial benefit to the Enrollee.

Transition Transition Management includes the following activitie: Enhanced Plan|Yes

Management . .
9 a. A comprehensivassessment of health, social

and housing needs;

b. Development of housing options with each
Participant, including assistance with housing
choices, applications, waitlist folloup,
roommate selection, and introductory visits;

c. Assistance with tasks necess&myaccomplish a
move from the institutional setting;

IDAPA
16.03.10.350

amount subject to
cost participation ir
the form co
payments per
IDAPA 16.03.18.

Items reimbursed wittWaiver funds are in No
addition to anyMedicalEquipment and
Qupplies furnished under the Medicaid
StatePlan and exclude those items that a
not of directmedical or remedial benefit tc
the Enrollee.

Transition Management is limited to No
seventytwo (72) hours per participant, pe
qualifying transition.
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Securing Transition Services in accordance wi
Subsection 326.17 or Subsection 703.15 of the
rules in order to make arrangements necessar
move, including:
1) Obtaining DME, Assistive technology, and
Medical Supplies, if needed;
2) Arranging for Home Modifications, if neede
3) Applying for Public Assistance, if needed;
4) Arranging household preparations includin
scheduling, moving and/or cleaning servic
utility set-up, purchasing furniture and
householdsupplies, if needed;
Coordinating with others involved in Plan
Development for the Participant to ensure a
successful transition and establishment in a
community setting;
Providing Postransition Support, including
assistance with problem solving, depemty and
isolation concerns, consumelirected Services
and Supports, Medicaid Enhanced Plan Benef
when applicable, and community inclusion.
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Transition
Services

IDAPA
16.03.10.3B.
17

Transition ServicesTransition Services inclu@®ods and .
. o o . A&D Waiver Yes
Services that enable Barticipant residing in &lursing
Facility, Hospital, IMD, or ICF/ID to transition to a
communitybased setting. ARarticipant is eligible to
receive Transition Services immediately following
discharge from &ualified Institution after residing within
that Institution for a minimum of fortyfive (45) Medicaid
reimbursed days.

Transition Services aadlowedlimited to a
total cost of $2,000 peParticipant and can
only be accessed every twa) years,
contingent upon &ualifyingTransition
from an institutional setting. Transition
Services are furnished only to the extent
that the Participantis unable to meet such
expenses or when the support cannot be
obtained from other sources. Transition
Services do not include ongoing expense
real property, ongoing utility changes,
décor, and/or diversion/recreational items
such as televisions, DVDs, and/or
computers.

Yes Deductions
are subtracted
from countable
income after
exclusions to
determine the base
amount subject to
cost participation ir
the form co
payments per
IDAPA 16.03.18.
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Certain Medicaid services will not be provided by tHealth Plan and will continue to be paid for as they currently are through Medicaid.
These services are listed below.

CarvedOut

) CarvedOut ServiceDefinition Benefit Plan | May Health Limitations (if applicable) Cost Sharing
SIESRAEINE Where Carved | Plan Require Permitted?
Out Service is| Authorization?
Offered

Intermediate ' The Enhanced Alternative Benefit Package includes IC/Enhanced Yes Entitlement to ICF Services, including su¢Members in LTC
Care Facility |Services permitted under section 1905(a)(15) of the S« services in a public institution for a Perso Facilitiesmay be
Services Security Act. Servicesam ICF/ID or a related condition with an Intellectual Disability or a related |required to pay a
IDAPA (other than such services in an IMD) are for Persons condition must be determined by the Patient Liability for
16.03.10.580 determined in accordance with section 1902(a)(31)(A) Department prior to authorization of the cost of the LTC
633 the Act, to be in need of such care. payment for such care. Eligibility Services to the LT¢

determinatiors are made through a reviev|Facilities in

of the following: accordance with

1) Medical Evaluation current within ninet IDAPA 16.03.10.2:

(90) days of admission, signed and datec 322 16.03.05.722
GKS LYRAGARdIzZ ft Qa t ' °
2) Initial Plan of Care by Physician;

3) Social Evaluation current within ninety
(90) dayof admission;

4) Psychological Evaluation conducted b
Psychologist current within ninety (90) da
of admission; and

5) Initial Plan of Care by admitting ICF/ID
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Medical

Transportatio|1905(a)(26), 1905(a)(6), and 2110(a)(17) of the Social [Enhanced Plan

n Services

IDAPA
16.03.09.861
872

Transportation Servicepermitted under sections

Security Act.

These services includeansportationServices and
Assistance for eligiblBersons toMedicalFacilities.

Necessaryransportation include3ransportation for
Ermrollees to acquire their Medicare PartMPescription
Medications.

Payment for meals and lodging may be authorized wht
appropriate. Ambulancé&ervices will be covered in
emergency situations or when prior authorization by
IDHW or itDesignee.

IDHW opertes a Brokered Transportatidgystem. The
State assures it has establishetlen-EmergencyMedical
TransportationProgram in order to more cost effectively
provide transportation, and can document, upon the
request of CMS, that th&ansportationBroker was
procured in compliance with the requirements of 45 CF
92.36(b}(f).

IDHW will operate th@&roker System without regard to
the Freedom ofChoice Requirements of section
1902(a)(23) of the Social Security Act. Recipients are
required to uselransportationProviders with establishec
agreements under th8roker System.

Transportation Services under tiBeoker System will
include:

T WheelchaiVan;

1 Taxi;
i StretcherCare;

Basic and

Requests for |Payment for Transportation Services will |Assessing
Transportation|made, for the least expensive mode Emergency
Services will bijavailable, whichs most appropriate to the | Transportation
reviewed and RS O A LIMEdjcaiNReds. Services for Non
Emergency Medic:

authorized by Excluded Services Conditi b
onditions may be

the Transportation toMedicalFacilities for the .
Department or . . subject to

its Desi performance oMedicalServices or ) q
i: h 5|_gn?e. Procedures which are excluded under the T;iiﬁmen S under
) u orl'za lon Enhanced Alternative Benefit Package is

is required

excluded 16.03.18.316830.
prior to the use '

of
Transportation
Services excej
when the
service is
emergency in
nature.
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BusPasses;

Tickets;

Securedlransportation; and

Such otheNon-EmergencyTransportation
covered under the State Plan.

= =4 —a -2

IDHW will assure the provision of necessary
Transportation of eligibldPersons to and froniProviders of
MedicaidServices.

Dental The Enhancedlternative Benefit Package includes

Services; Medically Necessary Dental Benefits as permitted und|Enhanced Plan
Medical/Surgi|sections 1905(a)(10) of the Social Security Act (and

cal, and Medical andurgicalServices furnished by Bentist as

Dental permitted under section 1905(a)(5)(b), subject to the

Services limitations of practice imposed btate law, and

IDAPA according to the applicable IDHW rules.

16.03.10.080 Dentures Dentures are covered once every seven (7)

087 years when Medically Necessary.

Dental The Enhanced Alternative Benefit Packagdudes Other |Basic and
Services; Dental Carepermitted under sections 1905(a)(10), Enhanced Plan
Other Dental |1905(a)(6), and 2110(a)(17) of the Social Security Act.

Care These services include professional Dental Services

provided by a licenseBentist or Denturist as describeth
GKS 1'SFHfGK tflyQa hF¥F.AOS

The
Department
may require
prior approval
for specific
Dental
Procedures to
prevent
utilization of
services that
are not
Medically
Necessary.

The
Department
may require
Dental Care
done in an
Inpatient or
Outpatient

Excluded Service¥he following Dental |No
Services are excluded from the Basic
Alternative Benefit Package covered und
State Plan:

Non-MedicallyNecessaryJosmeticServices
are excluded from payment.

Drugs supplied t®ental Patients for self
administration other than those allowed b
applicable Department rules are excludec
from payment.

ExclusionsThe following Dental Services |No
are excluded from payment under the
Enhanced Alternate Benefit Paclge

covered under the State Plan:
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IDAPA Services for Pregnant Women will not change regardle location to be |Drugs supplied t@ental Patients for self

16.03.10.080 |of age or eligibility category. prior approved administration other than those allowed b

087 by the applicable Department rules.
Department or

. ] Non-MedicallyNecessaryCosmeticServices
its authorized

are excluded from payment.

Agent.
The
Department
may require
prior approval
for specific
electiveDental
Procedures.
Community |Intervention for Enrollees who are at risk of losing 1915(i) State |N/A No
Crisis housing, employment or income, or who are at risk of |Plan
Supports incarceration, physical harm, family altercations or oth¢
IDAPA emergencies.
16.03.10.513
Development Developmentallherapy is directed toward the 1915(i) State  |N/A No
al Therapy rehabilitation or habilitation of physical or mental Plan
IDAPA disabilities in the areas of sedfre, receptive and
163.03.10.64 expre§3|ve Ignguage, Ie:.;lr.nlng, mobﬂny,;btbctlon,
9-657 capacity for independdrliving, or economic self
sufficiency.
Residential |Residential habilitation services which consist of an  |DD Waiver N/A Yes- Deductions are
Habilitation |integrated array of individualleailored services and subtracted from
supports furnished to eligible Enrollees which are countable income after
designed to assist them to reside successfully in their « exclusions to determine
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IDAPA
16.03.10.702
706

homes, with their families, or Cefittd Family Home. The
services and supports that may be furnished consist of
following:

a. Habilitation services aimed at assisting the individue
acquire, retain, or improve his ability to reside as
independently as possible in the community or ntain
family unity. Habilitation services include training in on:
(1) or more of the following areas:

i. Selfdirection, including the identification of and
response to dangerous or threatening situations, makii
decisions and choices affecting the indiadis life, and
initiating changes in living arrangements or life activitie

ii. Money management including training or assistance
handling personal finances, making purchases, and
meeting personal financial obligations;

iii. Daily living skills inclirgy training in accomplishing
routine housekeeping tasks, meal preparation, dressin
personal hygiene, sefdministration of medications, anc
other areas of daily living including proper use of adap
and assistive devices, appliances, home safest, did,
and emergency procedures;

iv. Socialization including training or assistance in
participation in general community activities and
establishing relationships with peers with an emphasis
connecting the Enrollee to his community. (Socializatic
training associated with participation in community
activities includes assisting the Enrollee to identify
activities of interest, working out arrangements to
participate in such activities and identifying specific

the base amount subje:
to cost participation in
the form of co
payments per IDAPA
16.03.18
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training activities necessary to assist tharollee to
continue to participate in such activities on an-going
basis. Socialization training does not include participat
in nontherapeutic activities which are merely diversion
or recreational in nature);

v. Mobility, including training or assance aimed at
enhancing movement within the person's living
arrangement, mastering the use of adaptive aids and
equipment, accessing and using public transportation,
independent travel, or movement within the community

vi. Behavior shaping and manageméncludes training
and assistance in appropriate expressions of emotions
desires, assertiveness, acquisition of socially appropriz
behaviors; or extension of therapeutic services, which
consist of reinforcing physical, occupational, speech ai
other therapeutic programs.

b. Personal Assistance Services necessary to assist tr
individual in daily living activities, household tasks, anc
such other routine activities as the Enrollee or the
Enrollee's primary caregiver(s) are unable to accompli:
on hisown behalf.

c. Skills training to teach waiver Enrollees, family
members, alternative family caregiver(s), or an Enrolle
roommate or neighbor to perform activities with greate
independence and to carry out or reinforce habilitation
training. Serviceare focused on training and are not
designed to provide substitute task performance. Skills
training is provided to encourage and accelerate

Pagel89of 257



development in independent daily living skills, self
direction, money management, socialization, mobility &
other therapeutic programs.

Respite Care |Shortterm breaks from care giving responsibilities to n|DD Waiver N/A Yes Deductions are
paid care givers. The care giver or Enrollee is respons subtracted from
for selecting, training, and directing the provider. While countable income after
IDAPA receiving respite care services, the waiver Enrollee cal exclusions to determinge
16.03.10.702 receive other sene¢es which are duplicative in nature. the base amount subje:
706 Respite care services provided under this waiver will n to cost participation in
include room and board payments. Respite care servic the form of co
YIred 0SS LINRPOGARSR Ay (GKS 9 payments per IDAPA
home of the respite provider, the community, £D 16.03.18

Agency or an Adult Day Health Facility.

Supported  |Supported employment consists of competitive work in|DD Waiver N/A Supported employment includes Yes- Deductions are
Employment |integrated work settings for individuals with the most activities needed to sustain paid wor |subtracted from
severe disabilities for whom competitive employment at or above the minimum wage by |countable income after
not traditionally occurred; or for whom competitive Enrollees, including oversight and exclusions to determine
IDAPA employment has ben interrupted or intermittent as a training. Service payment is madaly |the base amount subje
16.03.10.702 result of a severe disability. Because of the nature and for the adaptations, oversight, and |to cost participation in
706 severity of their disability, these individuals need inten: training required by Enrollees receivi|the form of co
supported employment services or extended services | waiver services as a result of their  |payments per IDAPA
order to perform such work. disabilities but does not include 16.03.18

payment for the supervisory activities
rendered as a normal part of the
business setting.

a. Supported emplyment services rendered under the
waiver are not available under a program funded by ei
the Rehabilitation Act of 1973, as amended, or the IDE
Documentation must be maintained in the file of each
individual receiving this service verifying that thervice is
not otherwise available or funded under the
Rehabilitation Act of 1973 as amended, or the IDEA.
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Community
Support
Services

IDAPA
16.03.10.702
706

b. FFP cannot be claimed for incentive payments,
subsidies, or unrelated vocational training expenses st
as the following: incentive payments matbean employe
of waiver Enrollees to encourage or subsidize the
SYLX 28SNEQ LI NIAOALI GAZ2Y
program; payments that are passed through to
beneficiaries of supported employment programs; or
payments for vocational training that are hdirectly
related to a waiver Enrollee's supported employment
program.

Community support services provigeods and supports | DD Waiver N/A
that are medically necessary and/or minimize the

Enrollee's need for institutionalization and address the

Enrollee's preferences for:

Job support to help the Enrollee secure and maintain
employment or attain job advancement; Personapgart
to help the Enrollee maintain health, safety, and basic
quality of life; Relationship support to help the Enrollee
establish and maintain positive relationships with
immediate family members, friends, spouse, or others
order to build a natural syport network and community;
Emotional support to help the Enrollee learn and practi
behaviors consistent with his goals and wishes while
minimizing interfering behaviors; Learning support to h
the Enrollee learn new skills or improve existing sKiléd t
relate to his identified goals; Transportation support to
help the Enrollee accomplish his identified goals; Adag
equipment identified in the Enrollee's plan that meets ¢
medical or accessibility need and promotes his increas
independence, and 8led nursing supports.

Only Enrollees who select the Self |Yes Deductions are
Directed option may access this subtracted from
service. There are no limits on the |countable income after
amount, frequency or duration of exclusions to determine
these services other than the Enrolle|the base amount subje:
must stay within their prospective  |to cost participation in
individual budget amount. the form of co
payments per IDAPA
16.03.18

Pagel9lof 257



Financial
Management
Services

IDAPA
16.03.10.702
706

The Department will offer financial management servic| DD Waiver

through any qualified fiscal employer agent (FEA).

FEA providers will complete financial consultation and
services for an Enrollee whom has chosen to-dieéfct
their services in order to assuredhthe financial
information and budgeting information is accurate and
available to them as is necessary in order for successf
self direction to occur:

a. Payroll and Accounting: Providing payroll and
accounting supports to Enrollees that have chosen th
seltdirected community supports option.

b. Financial Reporting: Performing financial reporting fi
employees of each Enrollee.

c¢. Financial information packet: preparing and distribut
a packet of information, including Department approve
forms for @reements, for the Enrollee hiring his own
staff.

d. Time sheets and Invoices: Processing and paying
timesheets for community support workers and suppor
brokers, as authorized by the Enrollee, according to th
Enrollee's Department authorized support and spendir
plan.

N/A

1. Only Enrollees who select the self/No
directed option may access this
service.

2. The FEA must not provide any otk
direct services (including support
brokerage) to the Enrollee to ensure
there is no conflict ointerest; or
employ the guardian, parent spouse,
payee or conservator of the Enrollee
have direct control over the Enrollee’
choice.

3. The FEA providers may only provi
financial consultation, financial
information and financial data to the
Enrolleeor their representative, and
may not provide counseling or
information to the Enrollee or their
representative about other goods an
services.
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Support
Broker
Services

e. Taxes: Managing and processiayment of required
state and federal employment taxes for the Enrollee’s
community support worker and support broker.

f. Payments for goods and services: Processing and pi
invoices for goods and services, as authorized by the
Enrollee, according to thEnrollee's support and spendi
plan.

g. Spending information: Providing each Enrollee with
reporting information and data that will assist the Enrol
with managing the individual budget.

h. Quality assurance and improvement: Participation ir
Departmen quality assurance activities.

FEA providers complete financial services and financie
consultation for the Enrollee and/or their representative
that is related to a selflirected Enrollee's individual
budget. The FEA assures that the financial datted|to
the Enrollee's budget is accurate and available to then
their representative as necessary in order for successf
self direction to occur. FEA qualifications and
requirements and responsibilities as well as allowable
activities are described ildaho Administrative Rules.

Support brokers provide counseling and assistance for
Enrollees with arranging, directing, and managing goo:
and services. They serve as the agent or representativ
the Enrollee to assist in identifying immediate and long
term needs, developing optiorte meet those needs, ani
accessing identified supports and services. This includ

DD Waiver

N/A

Only Enrollees who select the Self
Directed option may acceghis
service.

Yes Deductions are
subtraded from
countable income after
exclusions to determine
the base amount subje:
to cost participation in
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IDAPA
16.03.10.702
706

providing Enrollees with any assistance they need for
gathering and reviewing their budget and financial date
and reports prepared and issued to them by the FEA.
Practicakkills training is offered to enable Enrollees to
remain independent. Examples of skills training include
helping Enrollees understand the responsibilities invol
with directing services, providing information on
recruiting and hiring community supportorkers,
managing workers and providing information on effecti
communication and problersolving. The extent of
support broker services furnished to the Enrollee must
specified on the support and spending plan.

Support broker services may includelya few required
tasks or may be provided as a comprehensive service
LI O11r3S RSWSYyRAYy3 2y (KS
preferences. At a minimum, the support broker must:

Participate in the persomgentered planning process;

Develop a written support and speimdj plan with the
Enrollee that includes the supports the Enrollee needs
wants, related risks identified with the Enrollee's wants
and preference, and a comprehensive risk plan for eac
potential risk that includes at least three back up plans
should asupport fall out; Assist the Enrollee to monitor
and review his budget through data and financial
information provided by the FEA; Submit documentatic
regarding the Enrollee's satisfaction with identified
supports as requested by the Department; Partte
with Department quality assurance measures, as
requested. Assist the Enrollee with scheduling requirec

Support brokers may not act as fisca|the form of ce
employer agents, instead support  |payments per IDAPA
brokers work together with the 16.03.18

Enrollee to review their financial

information that is produced and

maintained by the fiscal employer

agent.
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Adult Day
Health

assessments to complete the Department's annual
determination process as needed, including assisting t
Enrollee or his representative to update teapport and
spending plan and submit it to the Department for
authorization.

In addition to the required minimum support broker
duties, the support broker must be able to provide the
following services when requested by the Enrollee:

Assist the Enrolle® develop and maintain a circle of
support; help the Enrollee learn and implement the skil
needed to recruit, hire and monitor community support
assist the Enrollee to negotiate rates for paid communi
support workers; maintain documentation of sugmps
provided by each community support worker and
Enrollee's satisfaction with these supports; assist the
Enrollee to monitor community supports; assist the
Enrollee to resolve employmemelated problems; assist
the Enrollee to identify and develop commity resources
to meet specific needs.

Support brokers qualifications, requirements and
responsibilities as well as allowable activities are
described in Idaho Administrative Rule.

Adult day health is a supervised, structured service DD Waiver N/A
generally furnished four or more hours per day on a

regularly scheduled basis, for one or more days per we

It is provided in a nofnstitutional, communitybased

Adult Day Health cannot exceed thirt|Yes Deductions are

(30) hours per week either alone or i|subtracted from
countable income after
exclusions to determine
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IDAPA
16.03.10.702
706

Behavior
Consultation/
Crisis
Management

IDAPA
16.03.10.702
706

Chore
Services

IDAPA
16.03.10.702
706

setting and it encompasses health gees, social service
recreation, supervision for safety, and assistance with
activities of daily living needed to ensure the optimal
functioning of the Enrollee. Adult day health services
provided under this waiver will not include room and
board paymats

This service provides direct consultation and clinical DD Waiver N/A
evaluation of individuals who are currentperiencing

or may be expected to experience, a psychological,

behavioral, or emotional crisis. This service may also k

used to provide training and staff development related

the needs of a recipient. These services include the

provision of emergencigackup involving the direct

support of the individual in crisis.

Chore services include the following services when DD Waiver N/A

necessary to maintain the functional use of the home,
to provide a clean, sanitary and safe environment:

a. Intermittent assistance may include the following
i. Yard maintenance;

ii. Minor home repair;

iii. Heavy housework;

iv. Sidewalk maintenance; and

v. Trash removal to assist the Enrollee to remain in the
home.

combination with developmental
therapy and occupational therapy.

the base amant subject
to cost participation in
the form of co
payments per IDAPA
16.03.18

Yes- Deductions are
subtracted from
countable income after
exclusions to determine
the base amount subje:
to cost participation in
the form of co
payments per IDAPA
16.03.18

Yes- Deductions are
subtracted from
countable income after
exclusions to determine
the base amount subje
to cost participation in
the form of co
payments per IDAPA
16.03.18
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b. Chore activities may include the following:
i. Washing windows;
ii. Moving heavy furniture;

iii. Shoveling snow to provide safe access inside and
outside the home;

iv. Chopping wood when wood is the Enrollee's primar
source of heat; and

v. Tacking down loose rugs and flooring.

c. These services are only available when neither the
Enrollee, nor ayone else in the household is capable o
performing or financially providing for them, and where
no other relative, caretaker, landlord, community
volunteer, agency, or third party payer is willing to, or i
responsible for their provision.

d. In the casef rental property, the responsibility of the
landlord, pursuant to the lease agreement, will be
examined prior to any authorization of service. Chore
services are limited to the services provided in a home
rented or owned by the Enrollee.
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Environmente Minor housingadaptations that are necessary to enable DD Waiver
| Accessibility |the Enrollee to function with greater independence in tl

Adaptations

IDAPA
16.03.10.702
706

Home
Delivered
Meals

home, or without which, the Enrollee would require
institutionalization or have a risk to health, welfare, or
safety. Such adaptations may include:

a. The igtallation of ramps and lifts, widening of
doorways, modification of bathroom facilities, or
installation of electric and plumbing systems which are
necessary to accommodate the medical equipment an
supplies necessary for the welfare of the waiver Eneglli
but must exclude those adaptations or improvements t
the home which are not of direct medical or remedial
benefit to the Enrollee, such as carpeting, roof repair, ¢
central air conditioning.

b. Unless otherwise authorized by the Department,
permanentenvironmental modifications are limited to a
K2YS G6KAOK Aa G(GKS 9yNRff
26ySR 0@ 9YyNRf f S Spaigd fhilyi K S

c. Portable or Notstationary Modifications. Portable or
non-stationary modifications may be made whsach
modifications can follow the Enrollee to his next place
residence or be returned to the Department.

Meals which are designed to promote adequate Enroll|DD Waiver
nutrition through theprovision and home delivery of ont
(1) to two (2) meals per day. Home delivered meals ar
limited to Enrollees who: a. Rent or own their own horr

b. Are alone for significant parts of the day;

N/A

One (1) to two (2) meals per day

No

Yes- Deductions are
subtracted from
countable income after
exclusions to determine
the base amount subje:
to cost participation in
the form of co
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IDAPA c. Have no regular caretaker for extended periods of til
16.03.10.702 |and

706
d. Are unable to prepare a meal without assistance.

Nonrmedical |Non-medical transportation enables a waiver Enrollee 1| DD Waiver N/A
Transportatio |gain access to waiver and other community services a
n resources.

a. Nonmedical transportation is offered in addition to
medicd transportation required in IDAPA 16.03.09,

IDAPA GaSRAOFAR . 1aA0 ttly .Sy
16.03.10.702
706 b. Whenever possible, family, neighbors, friends, or

community agencies who can provide this service with
charge, or public transit providers will ldilized.

Personal PERS is an electronic device that enables waiver Enrc/ DD Waiver N/A
Emergency to secure help in an emergency. The Enrollee may als
Response  |wear a portable "help" button to allow for moltiy. The
System(PERA@a4GSY Aa O02yySOGSR (2 i

programmed to signal a response center once a "help"

button is activated. The response center is staffed by

IDAPA trained professionals.

16.03.10.702
706
This service is limited to Enrollees who:

a. Rent or own theihome, or live with unpaid caregiver:
b. Are alone for significant parts of the day;

c. Have no caretaker for extended periods of time; and

paymentsper IDAPA
16.03.18

No

This service is limited to Enrollees wl|Yes- Deductions are
subtracted from
countable income after
exclusions to determine
the base amount subje:
to cost participation in
the form of co

c. Have no caretaker for extended |payments per IDAPA
periods of time; and 16.03.18

a.Rent or own their home, or live wit
unpaid caregivers;

b. Are alone for significant parts of th
day;

d. Would otherwise require extensive
routine supervision.
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Skilled
Nursing

IDAPA
16.03.10.702
706

Specialized
Medical
Equipment
and Supplies

d. Would otherwise require extensive routine supervisi

Intermittent or continuous oversight, training, or skilled DD Waiver N/A
care which isvithin the scope of the Nurse Practice Act

and as such care must be provided by a licensed

registered nurse, or licensed practical nurse under the

supervision of a registered nurse, licensed to practice |

Idaho. Nursing services may include but are noitéd to:

a. The insertion and maintenance of nasogastric tubes
the monitoring or installation of feeding material;

b. The maintenance of volume ventilators including
associated tracheotomy care, tracheotomy, and oral
pharyngeal suctioning.

¢. Maintenance and monitoring of IV fluids or nutritiona
supplements which are to be administered on a
continuous or daily basis;

d. Injections;
e. Blood glucose monitoring; and

f. Blood pressure monitoring.

Specialized medical equipment and supplies includes |DD Waiver N/A
devices, controls, or appliances which enable recipient

increase their abilities to perform activities of daily livin

or to perceive, control, or communicate with the

environment in which they livéAlso includes items

necessary for life support, ancillary supplies and

equipment necessary to the proper functioning of such

items, and durable and nedurable medical equipment

Yes Deductions are
subtracted from
countable income after
exclusions to determine
the base amount subje:
to cost participation in
the form of ce
payments per IDAPA
16.03.18

No
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IDAPA not available under the Medicaid State plan. Items

16.03.10.702 |reimbursed with waiver fuds shall be in addition to any

706 medical equipment and supplies furnished under the S
plan and shall exclude those items which are not of dir
medical or remedial benefit to the recipient.

Development | TSC services are Enhanced Plan Benefit services furn
al Disabilities |to assist Enrollees in gaining access to needed medic:
Targeted social, educational and other services. TSC includes t
Service following assistance:

Coordination
(TSC) Service 1) Comprehensive assessment and periodic

reassessment of an Enrollee to determine the need for

(for adults

age 21and @Y medical, educational, social or other services. The

older, who |@ssessment activities include:

ar.e diagnose« a) Taking client history;

with a

development ) Identifyingthed y N2t £ SSQa y SSiH

al disability, |related documentation;

defined in

Section 66 |C) Gathering information from other sources suct

402, Idaho |as family members, medical providers, social workers,

Code, and |educators (if necessary), to form a complete assessme

who require |of the individual.

and choose . - .

assistance to 2) Development (angberiodic revision) of a specifi
care plan that:

access

services and |5y Is based on the information collected through

supports assessment;

necessary to

maintain

independence

Enhanced Plan Yes

TSC does not include, and FFP is nc/No

available in expenditures for, service
when the case management activitie
are an integral and inseparable
component of another covered
Medicaid service (State Mediich
Manual (SMM) 4302.F).

TSC Services does not include, and
is not available in expenditures for,
services when the activities constitut
the direct delivery of underlying
medical, educational, social, or other
services to which an eligible individu.
has been referred, including for foste
care programs, services such as, bu
not limited to, the following: research
gathering and completion of
documentation required by the fostet
care program; assessing adoption
placements; recruiting or interviewing
potential foster care parents; serving
legal papers; home investigations;
providing transportation;
administering foster care subsidies;
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in the
community.

IDAPA
16.03.10.720
723

b) Specifies the goals and actions to address the
medical, social, educational, and other services neede
the Enrollee;

c) Includes activies such as ensuring the active
participation of the eligible individual, and working with
GKS AYRAGARdZ t 02NJ G6KS A
decision maker) and others to develop those goals; an

d) Identifies a course of action to respond to the
assessed needs of the eligible individual.

3) Referral and related activities:

a) To help an eligible individual obtain needed
services including activities that help link an individual
with:

i Medical, social, educational providers; or

ii. Other prograns and services capable of provid
needed services, such as making referrals to providers
needed services and scheduling appointments for the
individual.

4) Monitoring and followup activities:

a) Activities, and contact, necessary to ensure th
careplan is implemented and adequately addressing tf
AYRAQGARdzZt Qa ySSRa® ¢KSa
with the individual, his or her family members, providetr
other entities or individuals and may be conducted as
frequently as necessary; includiagleast one annual
monitoring to assure following conditions are met:

making placement arrangements. 42
CFR 8§ 441.18(c)

FFP only is available for targeted
service coordination servicestifere
are no other third parties liable to pa
for such services, including as
reimbursement under a medical,
social, educational, or other program
except for case management that is
included in an individualized educati
program or individualized family
service plan consistent with §1903(c
of the Act. §1902(a)(25) and 1905(c)

Additional limitations:

w wSA Yo dzNBE §oing vade
management is not reimbursable pric
to the completion of the assessment
and service plan.

w Ly 2NRSNJ ( ilick of
interest exists; providers of case
management may not provide both
case management and direct service
to the same Medicaid Enrollee.

w WSAYOodzZNBESYSyd |
missed appointments, attempted
contacts, leaving messages, travel tc
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i Services are being furnished in accordance wi
GKS AYRAGARdIzZ t Qa OF NB LI

ii. Services in the care plan are adequate; and

iii. If there are changes in the needs or status of t
individual, necessary adjustments are made to the can
plan and service arrangements with providers.

5) Case management may include contact with n
eligible individuals that are directly related to identifying
the needs and supports for helping the eligiindividual
to access services.

providethe service, documenting
services or transporting the Enrollee.
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Attachment5 ¢ Contract Definitions

The following terms, if appearing capitalized in the contract, the Attachments and/or the
Appendices will have the following meaning unless the context clearly indicates otherwise.

1. 1915(c) Consumebirected DD Waiver ServiceSonsumeidirected waiver services, as
defined in IDAPA 16.03.13, accessed by Enrollees with developmental disabilities (DD) who meet
intermediate care facility for persons with intellectual disabilitie$(IQ) level of care (LOC)
eligibility criteria.
2. 1915(c) Traditional DD Waiver Servie@saditional waiver services, as defined in IDAPA
16.03.10.703, accessed by Enrollees with DD who meet ICF/ID LOC eligibility criteria.
3. 1915(c) Home and CommuniBased Services Waivers (HCBS Waivetdjederally
approved program that authorizes the U.S. Secretary of Health and Human Services to grant
waivers of certain Medicaid statutory requirements so th&ate may furnisitHome and
GCommunity Services to certin Medicaid beneficiaries.
4, 1915(i) servicesDD agency services and community casigportaccessed by
Enrollees who meet DD eligibility criteria and offered through the State Plan Amendment
option.
5. Abuseg Provider practices that are inconsistemith sound fiscal, business, or medical
practices, and result in an unnecessary cost to the Medicaid program, in reimbursement for
services that are nd¥edicallyNecessary or that fail to meet professionally recognized
standards for health care or in phgal harm, pain, or mental anguish to a medical assistance
Enrollee. It also includes Enrollee practices that result in unnecessary cost to the Medicaid
program, or Enrollee utilization practices which may endanger their personal health or safety.
6. Accesdile PDF MaterialsA document or application is considered accessibtanieets
certain technical criteria and can be used by people with disabilities.
7. Actiong As defined by 42 CFR § 438.400 an action by the Heahthlt includes the
following:
(1) The denial or limited authorization of a requested service, including the type or level
of service; or
(2) The reduction, suspension, or termination of a previously authorized service; or
(3) The denial, in whole or in part, of payment for a senace;
(4) The failure to provide services in a timely manner, as defined by IDHW;
(5) The failure of the Health Plan to act within the timeframes provided in 42 CFR §
438.408(b); or
(6) For a rural areResident with only one Health Plan, the denial of ghER f £ SS Q&
request to obtain services outside tiNetwork:

a) Fom any otherProvider (in terms ofraining, experience, and
specialization) not available within the network;
b) From aProvider not part of theNetwork who is the main source of a

service tothe recipient¢ provided that theProvider is given the same
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opportunity to become a participatinBrovider as other similar providers. If the
Provider does not choose to join thdetwork or does not meet the
qualifications, theEnrollee is given a choig# participatingProviders and is
transitioned to the participatindProvider within 60 days;
c) Because the onl{Plan orProvider available does not provide the service
because of moral or religious objections;
d) Because theRS O A LIPr8videér @efermine that theRecipient needs
related services that would subject th&cipient to unnecessary risk if received
separately and not all related services are available withirNissvork; or
e) IDHW determines that other circumstances warrant-ofimetwork
treatment.
8. Activities of Daily Living (ADIcsyhe performance of basic s&lére activities in meeting
'y 9YyNRBffSSQa y Sobhedn adalyNiing dniipiment, nglugingKolitYiot
limited to, bathing, washing, dressing, toileting, grdog) eating, communication, continence,
mobility, and associated tasks.
9. Administration (Administrative) Costdncludes, but is not limited to startup costs,
operating and personnel expenses, such as salaries, profit; supplies; travel; quality
improvement; recruiting, enrolling, and maintaininghavider Network; hiring, traning, and
maintaining sufficient staff to implement, administer, and manage the requirements of this
contract; verifying eligibility for Enrollees aRabviders; claims processing and prior
authorization of services, when required; maintaining and rejpgrtlaims data; monitoring
claims and reporting patterns of potential overutilization, fraud, and abuse to the IDHW;
providing Customer Service for Enrollees &uiders; payindroviders; and participating in
GKS L512Q4a ! LISt Isyien reduifetdy thSIDMM V& the NP afa S
the ManagedCare model of service delivery, all aspect€aseManagement andCare
Management are also included AdministrativeCosts.
10. Alternative Formatg, The provision of Enrollee information iff@mat that takes into
consideration the special needs of those who, for example, are visually limited or have limited
reading proficiency. Examples of Alternative Formats include, but are not limited to Braille,
large font (at least 16 point), computaided transcription services, telephone handset
amplifiers, assistive listening systems, closed caption decoders, videotext displays, qualified
interpreters for the Deaf, and audio tape, videotape, and Enrollee information read aloud to an
Enrollee by antfollee ServicesRepresentative.
11. Americans with Disabilities Act of 1990 (AQAhe ADA prohibits discrimination against
people with disabilities in employment, transportation, public accommodation,
communications, and governmental activities. Thé\Aso establishes requirements for
Telecommunicationgelay Services.
12  Appealc! NBIljdzSaid o6& |y 9IRp&dnttSeSor rinal teylewdfy N2 f f S S
Fy 'OlOA2y 2F | I SIHEOGK tflyo ¢tKAAa AyOfdzRSa |y
coverage or payment determination.
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13. Capitated PaymentMonthly payment to the Health Plan on behalf of each Enrollee for
the provision of services under this contract. Payment is made if the Enrollee receives or does
not receive services during the month.

14. Care CoordinationA CaseManagement activity which assists Enrollees in gaining and
coordinating access to necesyg care and services appropriate to the needs of the Enrollee.
CareQoordination include$ian Assessment and periodic@ssessment; development of an

ICE NBFSNNIt OUGAGAGASAIT Y2y A iCPNkKpementedand FA (A S A
adeqdzl G St & | RRNSaasSa (GKS 9yNRfftSSQa ySSRasz | yR
conflict of interest, Car€oordinatoranay not provide bottCare Coordination and any other
services to the same Enrollee. C@o®rdination activities must bperformed at thePrimary

Care practice level.

15. CareCoordinatorc A RegisteredNurse, LicensedPracticalNurse,PK & & A @Assistafi,2a
LicensedSocialWorker, or antdividual with awo-year degreeandat minimumtwo (2)& S NA Q
experience irfHealthcae or aHealthcarerelated industry preferably as &lealthcare
Paraprofessionalif saidindividual is under direct oversight ofRegisteredNurse,Licensed
PracticalNurse,PK & & A @skistafital dicensedSocialWorker, who is the designated point

of contact and who coordinates care for Enrollees.

16. Care ManagememntA collaborative process that assesses, plans, implements,
coordinates, monitors, and evaluates the options and services (both Medicare and Medicaid)
NBlj dzA NS R (2 Y S Sdiacrosyth€dnfimlint of & Qa4 y S S

17. Centers for Medicare and Medicaid Services (GiMI®)eFederal agency under the U.S.
DHHShat is responsible for administering the Medicare and Medicaid programs under Titles
XVIII and XIX of the Social Security Act.

18. Centralized Enrollee RecogdCentralized and comprehensive documentation that
O2yldlFAya AYTF2NXIGA2Y NBESOIyd G2 YFAYOGFAYyAy3a |
well-being, as well as clinical information concerning illnesses and chronicahednditions.

19. Claims Managemeng An electronic system for processing claims that has the ability to
handle online submission of individual claimsHbgviders as well as accept and process batches

of claims submitted electronically with the except of claims that require written

documentation to justify payment.

20. Claim- A bill for services, a line item of service, or all services folReaient within a

bill.

21. Clean ClaimA claim that contains all required data elements needed ticpss the
submission and has no defect or impropriety (including any lack of required substantiating
documentation) or particular circumstance requiring special treatment that prevents timely
payment of the claim. It does not include a claim froPr@vider who is under investigation for
fraud or abuse or a claim under review MedicalNecessity.

22, ColdCall Contacts Unsolicited personal contact by the Health Plan with a Potential
Enrollee for the purpose of marketing.

23. Community Welg If an EBrollee does not meet the definition of Institutionilember

orlLo@ / . { 0aSS RSTAYyAGA2yAd o0Sft2¢60 (GKSYy GKSe& | NB
by the age bands for the rate variation. (Actuarial definition for an Enrollee categorization of all

O
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Enrollees based on where claims are paid for the Enrollee in a given month and what type of
claims are mad¢.

24. Complainc{ SS GDNAR SOl yOS d¢

25. Comprehensive Health Insurang&lajor MedicalCoverage that at least includes
Physician andHospital Services.

26. Comprehensive Health RislssessmenfCHRAY, Tool the Health Plan uses to identify
the specialized needs of its Enrollees

27. CoOccurring Disorders (CORThe presence d¥lental andAddictive Disorders.

Enrollees said to have COD have on@fIhoreAddictiveDisorders as well as one (1) or more
Mental Disorders.

28. Contract Management TearA group of IDHVRepresentatives responsible for
overseeing the contract.

29. Contract Yeac A twelve (12) month period commencing the contract effective date.
30. CoPayment¢ The amount an Enrollee is required to payravider for specified

services.

31 Corrective Action Plan (CAFA plan designed to ameliorate an idergii deficiency and
prevent recurrence of that deficiency. The CAP outlines all steps/actions and timeframes
necessary to address and resolve the deficiency.

32 Covered ServicasThe set of services to be offered by the Health Plan and defined in
the PlanBenefit Package.

33. CPT¢ Current Procedural Terminology ®, current version, is a listing of descriptive terms
and identifying codes for reportingedicalServices androcedures performed bihysicians.

34. Credentialing¢ KS | St £ & K tr{ekifying and mimBoENIE S FR S NBE Q
licensure, liability insurance coverage, liability claims, criminal history, and Drug Enforcement
Administration (DEA) status.

35. Critical Incident; An incident that fits within one of the following categories

a) Abuseg The intentional or negligent infliction of physical pain, injury or mental
injury (Idaho Code 39-5302(1).
b) Exploitationg An action which mainclude butis not limited tq the misuse of a

vulnerableAR dzf G Q& Fdzy Ra > LINE LIS Rdisersfor grofil oNB & 2 dzZND S & ¢
advantage. Idaho Code 8302 (7)
c) Suspiciou®eath of an Enrollee A death is labeled as suspicious when either a
crime is involvedanaccident has occurred, the death is not fromexpectedvedical
PNEIy2aras |y 9yNRttSS RASE dzy SELISOGSRt & dzy
because of trauma in a medical setting.
d) Hospitalizationg, When an Enrollee is hospitalized as a direct result of an
incident by a paidProvider (medication error, physical injury, quality of care, neglect,
treatment omission, or failure to followhe established®lan of Care).
e) Injury Caused by Restrairgshn injury to an Enrollee is caused by any of the
following restraints:
(1) PhysicaRestraint is any manual methqar physical or manual device,
YIEGSNRAEFEZ 2N SEHdALIYSYyd FaddaGlk OKSR 2NJ I Re2l
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Individual cannot remove easily which restricts freedom of movement or normal
F0O0Saa (2 2ySQa o2ReT
(2) ChemicaRestraintis any drug that is used for discipline or convenience and
not required to treat medical symptoms.
(a) Discipline is defined as any action taken by Rhavider for the
purpose of punishing or penalizing an Enrollee.
(b) Convenience is defined as any antitaken by theProvider to
O2yGNRf Iy 9YNRffSSQa o06SKIGBA2NI 2N YI
lesser amount of effort by theN2 A RSNJ | yR y 284 Ay (GKS
interest.
(©) MedicalSymptom is defined as an indication or characteristic of
a phystal or psychological condition.

f) MedicationEror ¢ Any type of medicatiomelated mistake that may negatively
impactan9 Y N2 f £ SSQa KSI|hersdtiouginjoryOl dzaS KAY 2 NJ
0)] Neglectc Failure of &Caretaker to provide food, clothing, shelter, or medical

care reasonably necessary to sustain life and health of a vulnetdbleor Child, or the
failure of a vulnerablédult to provide those services to hgalf orherself. Idaho Code
395302 (8)
h) EmolleeisMissingc! Yy 9y NRf f SSQa ¢ KShakeledtedzi & A a dzy
circumstances of the disappearance.
i) Enrollee is tha/ictim of aGime ¢ An Enrollee who suffers harm as a direct
result of an act committed, or allegedly committed, by anotRersonin the course of a
criminal offense.
D Harm means the Enrollee suffered actual physical harm, mental injury,
2NJ 0KS 9YyNRffSSQa LINBPLISNI& ¢l a RSt AOSNI
)] EnrolleeCommitted aQime ¢ The Enrollee is charged with a misgganor or
felony.
k) Safetyc The Enrollee is placed in a position of danger and either
intentionally or unintentionally.
)] Serioudnjury ¢ An injury that requires professioni&ledicalTreatment, e.g.
hospitalizations, fractures, and wounds requgristitches.
36. Cultural Competence Understanding those values, beliefs, and needs that are
F3a20AF0SR gA0K 9yNREftSSaQ 3S3E 3ISYRSNI ARSY (A
religious backgrounds. Cultural Competence also includes a setngfetencies which are
required to ensure appropriate, culturalensitive health care to persons with congenital or
acquired disabilities.
37. Denied Claim A claim for which no payment is made to tRetwork Agency by the
Health Plan for any of serad reasons.

38. Developmental Disability (DBA chronic disability of a person which appears before
the age of twentytwo (22) years of age and:
a) Is attributable to an impairment, such as intellectual disability, cerebral palsy,

epilepsy, autis, or other condition found to be closely related to or similar to one (1) of
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these impairments that requires similar treatment or services, or is attributable to
dyslexia resulting from such impairments;
b) Results in substantial functional limitatiomsthree (3) or more of the following
areas of major life activity: setfare, receptive and expressive language, learning,
mobility, seltdirection, capacity for independent living, or economic-selfficiency;
and
c) Reflects the need for a combinatiamd sequence of special, interdisciplinary,
or generic care, treatment, or other services which are of lifelong or extended duration
and individually planned and coordinated.
39. DD Plan DevelopelA paid or norpaid person identified by the participamtho is
responsible for developing a DD plan of service and subsequent addenda based on a person
centered planning process. Paid plan developers may not provide direct services to an Enrollee.
Family members and all others who wish to be paid for plareldg@ment must be employed as
a service coordinator as defined in IDAPA 16.03.10.729 through 732.
40. DD Plan DevelopmentPersoncentered plan development is a required process in
which the Enrollee, and individuals who are significant to the Enrolleatifg services and
supports that enable the Enrollee to reside safely and effectively in the setting of their choice.
In developing the plan of service, the plan developer and Enrollee must identify any services and
supports available outside of Medicdidnded services that can help the Enrollee meet desired
goals. The plan of service must be submitted within fdixtg (45) days prior to the expiration
of the existing plan of service.
41. DD Plan Monitor A person who oversees the provision of sergioa a DD service plan
on a paid or norpaid basis. Plan monitoring is a required activity. Frequency of monitoring
Ydzad 06S ARSYUGAFTFASR o0& (KS 9yNR{ftSSQa LI IFyyAy3
days consistent with IDAPA 16.03.10.513.06e plan developer is the plan monitor unless
there is a service coordinator, in which case the service coordinator assumes the roles of both
service coordinator and plan monitor.
42. DD Targeted Service CoordinatipAn optional Medicaid Enhanced Plaenefit which
assists individuals eligible for DD 1915(i) State Plan Amendment Option and 1915(c) DD Waiver
services in gaining and coordinating access to necessary care and services appropriate to the
needs of the individual. For Enrollees accessind&Bbeted Service Coordination, the DD
service plan must specifically address the service coordination needs of the Enrollee as
identified by the service coordination assessment. The focus of the service coordination
FaasSaaySyid Aa (3nded@ dsSistahae in gainBg adid/chiddindtiy Bc@ess to
care and services. DD Targeted Service Coordination is a brokerage model of case management
and must be provided as described in IDAPA 16.03.167280
43. DD Targeted Service Coordination Agec An organization approved by IDHW to
provide management, supervision, and quality assurance for paid plan development, plan
monitoring, and/or DD Targeted Service Coordination services and includes at least two (2)
individuals, one (1) supervisor ande (1) service coordinator. Typically, DD Targeted Service
Coordination agencies are privately owned organizations, but they may be comrbasity
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providers, norprofit organizations, organizations associated with large health systems; faith
based orgarzations, etc.

44, DD Targeted Service Coordinat@n individual who provides paid plan development,
plan monitoring, and/or DD Targeted Service Coordination services to an eligible Enrollee
consistent with requirements identified in IDAPA 16.03.10.518I&APA 16.03.10.72386,

must be an employee or contractor of a Targeted Service Coordination agency that has a valid
provider agreement with the Department, and meets training, experience and other
requirements identified in IDAPA 16.03.10.729. DD Tedg8ervice Coordinators are required

to participate in ICTs and provide DD service plan development, plan monitoring, and/or DD
Targeted Service Coordination services to Enrollees accessing 1915(c) Traditional DD Waiver
services and/or 1915(i) services.

45. Disaster-! y 200dzZNNBy OS 27F lFyeé ({AYR (KIFIG aSOSNBf ¢
conduct daily business or severely affects the required performance, functionality, efficiency,

I OO0OS&aaAoAtAdes NBfALFOAT A &tian Sgshéin. aDtsastaNaye 2 F (K S
include natural disasters, human error, computer virus, malfunctioning hardware, or electrical
supply.

46.  Discharge Planningt KS S @1 f dzl (i A 2Medi@aFardngedsdagdNR f £ SSQa
coordination of any otheBupport Srvices in order to arrange for safe and appropriate care
after discharge from oneOCo anotherLOC including referral to appropriate services.

47, Disenrollment; Elections made after the effective date of enroliment into a Medicare
Medicaid Plan.

48. Dual Eligible AnyPerson, aged twentypne (21) or older at the time of enroliment,
entitled to or enrolled in Medicare Part A, enrolled in Medicare Part B, eligible to enroll in
Medicare Part D, and eligible for full Medicaid benefits is considBredy Higible. An

Individual is considered twertyne (21) years of age as of the fi(st) day of the month after

the month of their twentyfirst (22%) birthday.

49, Dual Eligible Qualified &tlicare Beneficiary (QMB) Pluslividuals- Individuals whaare
entitled to Medicare Part A, have incenof less than severdfive percent (75%) for individuals
and eightythree (83%) for couples of thfeederalPoverty Level, resources that do not exceed
twice the limit for SSI eligibility, and are eligible fdt Medicaid benefits.

50. Dual Eligible Specified Ldncome Medicare Beneficiary (SLMB) Phakividualsg
Individuals who are entitled to Medicare Part A, have income of greater than one hundred
percent (100%) of théederalPoverty Level but less tharone hundred twenty percent (120%)

of the FederalPoverty Level, resources that do not exceed twice the limit for SSI eligibility, and
are eligible for full Medicaid benefits.

51 Durable Medical EquipmemtEquipment other tharProsthetics orOrthotics tha can
withstand repeated use by one (1) or mdralividuals, is primarily and customarily used to

serve aMedicalPurpose, is generally not useful tdParson in the absence of an illness or injury,
is appropriate for use in the home, and is reasonable rmeckssary for the treatment of an

illness or injury for a Medicaiéarticipant.

52. Electronic Data Interchange (EDI) Transactgii3l is a method for transferring data
between different computer systems or computer networks.
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53. Electronic Health Record (EHn electronic record of healtrelated information on
anIndividual that:
a) IncludesPatient demographic and clinical health information, such as medical
history and problem lists; and
b) Has the capacity:
D) To provide Bnical decision support;
2) To supportPhysician order entry;
3) To capture and query information relevant to health care quality; and
(4) To exchang&HIwith andintegrate such information from other
sources.
54 Eligibility Redeterminatiog The proess by which Idaho Medicaid Participants must
complete certain forms and provide certain verifications in order to establish continued
Medicaid eligibility. This process may be requizedually ormay be in response to certain
OKIFy3aSa Ay dickcBmstancdsli A OA LI y (i Q
55. Emergency Medical ConditiapA MedicalCondition, whetherPhysical oBehavioral
Health related, manifesting itself by symptoms of sufficient severity, including severe pain, that,
in the absence of prompt medical attention, could seaably be expected by a prudent
layperson who possesses an average knowledge of health and medicine to result in placing the
health of an Enrollee or another person or, in the case of a pregnant woman, the health of the
woman or her unborn child, in setis jeopardy, serious impairment to bodily function, or
serious dysfunction of any body organ or part; or, with respect to a pregnant woman, as further
defined in section 1867(e)(1)(B) of the Social Security Act, 42 U.S.C. § 1395dd(e)(1)(B).
56. Emergency Mdical Transportatioq TheMedicallyNecessarylransportation of an
Enrollee experiencing an emergendgdicalCondition.

57. Emergency Room CageOutpatientMedicalSrvices rendered in Blospital setting to
treat an Enrollee experiencing an emergeigdicalCondition.
58. Emergency ServicesCoverednpatient andOutpatient Srvices, including éhavioral

Health S=rvices, which are furnished to an Enrollee by a Provider that is qualified to furnish such
services under Title XIX of the Social Seguyit, and are needed to evaluate or stabilize an
9YNRffSSQa 9YSNHSyOe aSRAOFf [/ 2yRAUGAZ2Y®

59. Emergency Service Program (ESE¢rvices provided through designated, contracted

Providers which are available seven (7) days per week, twiniy(24) hours per day to

provide treatment of anyndividual who is experiencingMental Health Qrisis. An ESP

encounter includes, at a minimur@isisAssessment, intervention, and stabilization.

60.  Enrollee(s; Any Dual Eligiblyy RA @A Rdz f K2 Aa SyNRftSR Ay
Medicaid Coordinated Plan under this contract.

61. Enrollee CommunicationdMaterials designed to communicate to Eleas Plan
benefits, policies, processes, and/or Enrollee rights.
62. Enroliment- The processes by which &rdividual who is eligible is enrolled in a

participating Health Plan.
63. EvidenceBased PracticeStrategies supported by scientific reseatbht are identified,
assessed, and implemented.
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64. Excludedserviceg Services that are not included in the MMCP benefit package. These
include services that are paid for under MedickSand services that are not included under

the Medicaid Basic ahEnhanced Plans.

65. Family Member A person with any of the following relationships to the Enrollee,

whether related by blood, marriage, or adoption, and including such relationships (as applicable)
that may have been established through longstandongg[ (1) year or mordfoster Care when

the Enrollee was a minor:

a) Spouse, and parents and siblings thereof;

b) Sons and daughters, and spouses thereof;

c) Parents, and spouses and siblings thereof;

d) Brothers and sisters, and spouses thereof;

e) Grandparents and grandchildren, and spouses thereof; and

f) Domestic partner and parents thereof, including domestic partners of any

Individual in b through e of this definition. A domestic partner means an adult in a
committed relationship with another adt. Committed relationship means one in
which the Enrollee, and the domestic partner of the Enrollee, are each other's sole
domestic partner (and are not married to or domestic partners with anyone else); and
share responsibility for a significant measwf each other's common welfare and
financial obligations.
(2) Step and idaw relationships are included in this definition, even if the
marriage has been dissolved, or a marriage partner is deceased.
(2)  Family member may also include thE&S Y 6 SLagk) Guardian or
Conservator or someone who was thegalGuardian orConservator of the
Member when theMember was a minor or requiredlagalGuardian or
Conservator.
66. Federally Qualified Health Center (FQH&) Entity that receives a grant under Sémt
330 of the Public Health Service Act, as amended to prd®ideary Health Care and related
DiagnosticServices tolndividuals on a sliding fee schedule. The FQHC may also pDeviti,
Optometric, Podiatry, Chiropractic, and BhavioralHealth S®rvices.
67. FeeForService (FF8)A method of paying an established fee for a unit of health care
service.
68. Fiscal Abuse Actions or inactions by Providers (including the Health Plan) and/or
Enrollees that are inconsistent with sound fiscal, business)alical practices, and that result
in unnecessary cost to the IDHW.
69. Fiscal Intermediary (FI) AgengyAn Entity that provides services that allow the Enrollee
receivingPersonalAssistanceservices, or higr her Besignee otegalRepresentative, to choose
the level of control her shewill assume in recruiting, selecting, managing, training, and
dismissing hi®ersonalAssistant regardless of who ti#nployer ofRecord is, and allows the
Enrollee control over the manner in whichrgees are delivered.
70. Fiscal Year (FYThe budget year. THeederalFscalYear (FFY) is October 1 through
September 30. The StakescalYear (SFY) is July 1 through June 30.
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71. Fraudg An intentional deception or misrepresentation made biyeason with the
knowledge that the deception could result in some unauthorized benefit todmitreror some
other person. It includes any act that constitutes fraud under applidedderal or State law.
72. Full Benefit Dual Eligible (FBMg)ividualsg Dual Eligibles who do not meet the income
or resources criteria to qualify as a QMBSirMB buare eligible for full Medicaid benefits
either categorically or through option&bverageGroups, such asedicallyNeedy orSecial
IncomeLevels forinstitutionalizedIndividuals oHome andCommunity-BasedWaivers.
73. Functional Statug Measurement of the ability dhdividuals to perform ADLs (e.g.,
mobility, transfers, bathing, dressing, toileting, eating, and personal hygiene) and IADLSs (e.g.,
mealpreparation, laundry, and grocery shopping).
74. Grievance! y SELINBaaAz2y 2F RA&A&AlFGAATI QGA2Yy | 02 dz
grievance is filed and decided at the Health Plan level. Types of Grievances include:
a) Accesg; Issues involving thavailability of services; barriers to obtaining
services; or lack of resources/services.
b) BenefitAmount ¢ A disagreement by Barticipant regarding the amount of
benefits that they received. Appeal rights must always be discussed with the Enrollee in
a benefit amount investigation.
c) Confidentiality & Privacy
1) Privacy; issues dealing with the rights of Enrollees to access and control their
health information and not have it used or disclosed by others against their
wishes;
2) Confidentialityg not talking about or disclosing personal information
regarding an Enrollee.
d) ContractServicesg Issues involving aentity providing services under a contract
with the Health Plan.
e) Denial ofServiceHigibility ¢ The denial by the Health Plan to pide or
reimburse for a service or program requested by an Enrollee anrtier
Representative. Appeal rights must always be discussed with the Enrollee in a denial
investigation.
f) Discriminationg The prejudicial treatment dhdividuals protected uder
Federal and/orSate law (includes any form of discrimination based on race, color, sex,
national origin, age, religion or disability).
Q) Fraudg An intentional deception or misrepresentation made biyesison with
knowledge that the deception couldsalt in some unauthorized benefit to him/herself
or some other person. IDAPA 16.03.09.201.05
h) Referrals; Issue or complaint/critical incident dealing with the ability of a
Provider or Enrollee to obtain a referral to a Provider.
i) Quiality of Care; Issues that involve the meeting or not meeting of rules,
policies, or commonly accepted practice standards around care/services provided to
Enrollees.
)] Violation of rights; An intentional or unintentional infringement or
transgression againstdndivki Rdzl £ Qa NA IK{G & @
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k) Other¢ When the grievance does not fit one of the classifications listed, this

classification may be used and must describe the nature of the grievance.
75.  Grievance Process¢ KS LINP OSRdzZNE F2NJ I RRNB&aaAy3d 9y NPT
76. Grievance System TheSystem which includes @rievanceProcess, arAppealProcess,
and access to the IDHWir HearingSystem. AnyGrievanceSystem requirements apply to all
three (3) components of theGrievanceSystem, not just to theGrievance Pcess.
77. Habilitation Services and DevicgeServices anfevices that support an Enrollee in
learning, improving, and retaining skills necessary to reside as independently as possible in the
community.
78. Healthcare ServicesServices offered or provided Iealth Care Facilities andHealth
Care Providers relating to the prevention, cuyer treatment of illness, injury, or disease.
79. Healthcare ProfessionglA Qualified Intellectual Disabilities Professional (QIDP),
Physician PhysicianAssistant,Podiatrist, Optometrist, Chiropractor, PsychologistDentist,
Physical ofOccupationalTherapist, TherapistAssistant, JpeechLanguagdPathologist,
Audiologist,Registered oPracticalNurse (includindNurse Practitioner, dinicalNurse Secialist,
Certified RegisteredNurse Anesthetist, andCertified Nurse Midwife), LicensedCertified Social
Worker, RegisteredRespiratoryTherapist, andCertified RespiratoryTherapyTechnician.
80. Health Insurance Insurance that pays fdvledical andurgicalExpenses ingred by
the Insured.
81 Health Plan a participating Health Plan or othQualified Entity that has entered into
an agreement with IDHW to fulfill the requirements of this Provider Agreement.
82. Health Insurance Portability and Accountability Ac1886 (HIPAA]) Federal legislation
(Pub. L. 104.91), enacted to improve the continuity of health insurance coverage in group and
individual markets; combat waste, fraud, and abuse in health insurance and {oeaéth
delivery; simplify the administrationfdealth insurance; and protect the confidentiality and
security of individually identifiable health information.
83. Home Health Care Services ordered byRhysician and performed bylicensedNurse,
RegisteredPhysicalTherapist, otHomeHealthAidea&a RSFTFAY SR Ay L5!t! Mc ®no¢
I 2YS 1 SFHfGK | 3SyOASaodé
84. Hospice Servicasltems and services as described in Title 18, Section 1861 (dd) of the
Social Security Act provided to a terminallynitlividual by, or by others under arrangements
made by, aHospiceProgram under a written plan established and periodically reviewed by the
Iy’ R A @ AAReiming Physician.
85. Hospitalizatiorg An Enrollee is admitted fdnpatient Hospital Services due to an acute
LO(eed.
86. Hospital Outpatient Care Services provided inlospital setting that include
preventive, diagnostic, therapeutic, rehabilitative or palliative items, and services furnished by
or under the direction of &hysician oDentist, unless excluded by other provisions of IDAPA
16.03n X daSRAOFIAR .1 aA0 tftly .SySFTAlaodé
87. Intermediate Care Facility for persons with Intellectual Disabilities (ICEADBcility
designed to meet the needs of four (4) or more individuals witkidlopmentalDisabilities (DD)
or related conditions who mguire twenty-four (24) hour active treatment services.
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88.  Idaho Administrative Code (IDARM) Rl K2 Qa ! RYAYAAaGN GAGBS |/ 2RS:
FYR STTFSO0 AinidtrativeRules areTdneaiced in IDARG andcan be found at:
http://adminrules.idaho.gov/rules/current/16/index.html

89. Idaho Home Choice Money Follows the Person (IHCRIEtRlancing Demonstratian

AFederal grant establishathder the DRA and extended under the Affordable Card XCR)

that assised Idaho in transitioning Eligible Individuals from ar$ing Facilitpr ICF/ID into a

Quialified Residence in tteommunity and in rebalancingl Gexpenditures.Effective January,

2019, benefits previously covered by IHCMFP will be covered by the A&D Waiver (Transition

Services) and the State Plan (Transition Management.

0. ILOG; HCBE, (Institutional Level of CareHome and Community Based Services)

Someone who does not hateenty-one (21) days of institutionddased claims within a given

month but does have a Home and Community Baedider claim in a month. (Actuarial

definition for an Enrollee categorization of all Enrollees based on where claims are paid for the

Enrolke in a given month and what type of claims are made.

91. Individualized Care PI4ICP) An Enrolleecentered, goabriented, culturally relevant,

and logical, writterPlan ofCare that assures that the Enrollee receives, to the extent applicable,

medical, social, behavioral, and necessary covered services, including LTSS, in a supportive,

effective, efficient, timely, and costffective manner that emphasizes prevention and continuity

2F OFNBX YR RS@St 2 LISR I6E Thel@Pm@sshaddesstaltofthel yR |y 9
clinical and norclinical needs of the Enrollee, including integration of any 1915(c) waiver and/or
1915(i))ServicePan(s), as appropriate.

92. Information Technology (IT) SysteriBhe combined application of computers,

software, email, network applications, and telecommunications equipment that allows for the

storage, retrieval, transmission, and manipulation of data.

93. Institution ¢ A illed NursingFacility, ICF/IDChronic orRehabilitationHospital, or
PsychiatricHospital.

94. Institutional Memberg Someone with twentyone (21) days or more of institutioral

based claims within a given month. (Actuarial definition for an Enrollee categorization of all

Enrollees based on where claims are paid for the lgedn a given month and what type of

claims are made.

95. Institutional Level of Car@LOCY, TheLOOheeds required for admission to an

institutional setting, such as aursingFacilityor an ICF/ID, and theO(heeds required for

participation in al915(c) home and communiyasedWaiver program.

96. Instrumental Activities of Daily Living (IAD¢-$hose activities performed in supporting

the ADLsincluding but not limited, to managing money, preparing meals, shopping, light
housekeeping, using ételephone, or getting around in the community.

97. Interdisciplinary Care Team (I&TA team responsible for working with the Enrollee to

develop, implement, and maintaintH€Z.  +a ¢Sttt a G2 AyaGaSaNIrdS I yR
care,includingteICEE & ¢Sttt |a G2 AydS3aINIGS YR O22NRAY
Medical,BehavioralHealth, QubstanceUse, and LTSS. The team at a minimum, consists of the

Enrollee (and/or family okegalRepresentatived; & | LILINB LINAF 6 S0 (GKS 9y NERf
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Caregivers/Aupports, a Care ManagdehavioralHealth Qinician, if appropriate, and a PCP.
Other individuals, such &pecialists, may also be members of the ICT, as appropriate.
98. Licensed, Qualified Professionalgdividuals licensed, registered, certified by
National Certification Sandards in their respective discipline, or otherwise qualified within the
Sate of Idaho.
99. Long Term Care (LT variety of services which help meet both the medical and non
medical needs of people with a chroiilioess or disability who cannot care for themselves for
long periods of time.
100. Long Term Care Professiogahn Employee with a8 O K S Degrékkdp@a more
AdvancedDegree in a relevant field of study, with a minimum of f{gyears of experience in
administeringL TQorograms.
101 LongTerm Services and Supports (LTKSSWwide variety of services and supports that
help people with disabilities meet their daily needs for assistance and improve the quality of
their lives.
102  Marketingg Any communication from the Health Plan to a Medid&dipient who is
not enrolled in the Health Plan, that can reasonably be interpreted as intended to influence the
Recipient to enroll in the Health Plan, or either to not enroll in, or disérirom, another Health
t £ Iy dicaid prd&dluct.
103 Marketing Materials Materials that are produced in any medium, by or on behalf of the
Health Plan that can reasonably be interpreted as intended to market to potential Enrollees.
104. Material Chang to Operations Any change in overall business operations, such as
policy, process, or protocol which affects, or can reasonably be expected to affect, more than
five percent (5%) of the Healthf I y Q& Y SY o0 SNEe&varkd 2 NJ t N2 GARSNJI b
105 Medicaid Progranintegrity Unit (MPIU; Division of the IDHW that is dedicated to
investigating cases of suspected fraud or abuse.
106. Medicaid Management Information System (MM¢{Ylechanized claims processing and
information retrieval system. This system pays cldnd/edicaidServices and includes
information on all Mediaid Providers an®articipants.
107. Medical Benefitg For the Physical Health, Mental Health, Derdiald benefits
GaSRAOFf¢ NIGS OStfa I NBE RS FelEyr@des usdezhede A TFSNB Y G A
benefits.
108  Medicaid Waiver, A waiver of existing law authorized under Section 1115(a), 1115A, or
1915 of the Social Security Act.
109, Medically NecessaryA service idledicallyNecessary if:
a) It is reasonably calculated to prevent, diagnose, or treat conditions in the
Enrollee that endanger life, cause pain, or cause functionally significant deformity or
malfunction; and
b) There is no other equally effective course of treatment availableiibalsle for
the Enrollee requesting the service which is more conservatigeibstantially less
costly.
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110. Medicareg Title XVIII of the Social Security Act, the Feddealth InsuranceProgram

for people aged sixtjive (65) or older, people under gyxfive (65) with certain disabilities, and
people with End Stage Renal Disease (ESRD) or Amyotrophic Lateral Sclerosis (ALS).
111. Medicare AdvantageThe MedicardlanagedCare options that are authorized under
Title XVIII of the Social Security Actgecgied at Part C, and 42 C.F.R. § 422.

112. Medicare Waiver, AWaiver of existing law authorized under Section 1115A of the
Social Security Act.

113.  National Committee for Quality Assurance (NCEQRhonprofit organization dedicated
to improving he#th care quality.

114.  Network¢ A group of participatingroviders linked through contractual arrangements
to the Health Plan to supply a range of health and/or support services to Enrollees. These
Providers have agreed to see Enrollees under certaigstuhcluding billing the Health Plan at
O2y iGN} OGSR NmRaideeN® i s e KB ¢ G SBAN I 6 a2 dzaSR®

115. Network Adequacy ! 6 Af AG& 2 F BdviSerNetork insed anthe y Q a
numbers, locations, and types of proficient and appropriteviders to ensure that all services
are accessible to Enrollees without unreasonable delay.

116.  Network Provide An appropriately credentialed and licenskedlividual,Facility,

Agency Institution, Organization, or otheEntity that has a written agreement with the Health
Plan, or anyBubcontractor, for the delivery of services covered under the contract.

117.  Network Provider SubcontraetAgreement between the Health Plan and a Provider for
the provision of services undéne contract.

118 Network Managemeng The activities, strategies, policies and procedures, and other
tools used by the Health Plan in the development, administration, and maintenance of the
collective group of health care Providers under contradativer Covered Services.

119. Non-Participating Provider, AProvider that has not enrolled with the Health Plan as a
Network Provider or that has not agreed to accept assignment for all services furnished to
Medicare and/or MedicaidParticipants.

120. Notice/Notice of Actionc A written Statement of the Action the Health Plan intends to
GFr1Sz GKS NBlFaz2ya F¥2NJ 0KS AyiSyRSR ! OldAzysz (KS
procedures for exercising that right. When a decision is appealable, the Haitishall advise
the Enrollee oProvider in writing of the right and method to appeal and the right to be
represented.

121.  Participating Provideg A Provider that has enrolled with the Health Plan aNetwork
Provider and has agreed to accept assigmiifor all services furnished to Medicare and/or
MedicaidParticipants.

122. Performance MeasuresPerformanceMeasures are specific, operationally defined
performance indicators that utilize data to track performance, quality of care, and to identify
opportunities for improvement in care and services.

123.  Per Member Per Month (PMPM) Ratéhe PMPM rate paid to the Health Plan for the
provision of services to Enrollees.

124. Per Member Per Month Claim Costquates to all estimated payments for obai
expressed in terms of a PMPM distribution.
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125.  Per Member Per Month Administrative CogtEquates toAdministrativeCosts plus
Risk/Profit Margin as expressed in terms of a PMPM distribution.

126. PersonalCareAssistant; A Person who meets the starsdds of Idaho Code 33-5603
andreceives training to ensure the quality of services. Adgstant must be at least age
eighteen (18) years of age. Qartified NursingAa a A a G yd 6/ b! 0 YIF & 0SS NBIJdz
MedicalGondition warrants a CNA.

127.  Personal Care Services (PCBersonalCare to an Enrollee who requires assistance with
ADLs and IADLs. This includes physical assistance, cueing, and/or supervision with ADLs and
IADLs provided to an Enrollee bipersonalCare Assistant in accordare with the Enrd f SCEQ a
128. Pharmacy Benefit Manager (PBMA Company under contract with the Health Plan that
may manage th&harmacyNetwork, drug utilization review, outcomes management, and
disease management. The Health Plan may choose toamntith a PBM.

129.  Physician ExtendeyA NursePractitioner orPhysicianAssistant functioning as a PCP.
130. Physician ServicesHealthcareServices furnished or coordinated/taLicensedVedical
Physician.

131. PostSabilization Care ServiceSenices related to aftmergencyMedicalCondition,

that are provided after an Enrollee is stabilized in order to maintain, improve, or resolve the
BFNREEfSSQa aGFroAfAl SR O2yRAGAZ2Y D

132.  Potential Enrollee A Dually Higible Person who is not yet enrolled in a Medicare
Medicaid Plan.

133.  Premiumc A regular and periodic charge or payment for health coverage.

134.  Prescription Drug CoverageHealth insurancehat includes prescription drugs.

135.  Prescription Drugg Pharmacaeticals which are legally obtainable by theder of a
LicensedPrescriber.

136. Prevalent Languagesa language that is the primary language of five percent (5%) or
Y2NB 27F (KS Igéphit SeficetAteh pogubatio S 2

137.  Primary Care Healthcare and laboratory services customarily furnished by, or through,
a PCP for diagnosis and treatment of acute and chronic ilinesses, disease prevention and
screening, health matenance, and health promotion.

138  Primary Care Provider (PQP) Practitioner of primary care selected by the Enrollee or
assigned to the Enrollee by the Health Plan who is responsible for providing and coordinating
GKS 9yNRfftSSQa KSIftidK OFINB ySSRaz AyOfdzRAYy3 (K
services whemequired. PCPs may BaysiciansNursePractitioners, orPhysicianAssistants.
Physicians must bBoard certified or eligible for certification in one of the following specialties:
Family Practice, Internal Medicine, General Practice, General Surdpsteti@s/Gynecology,
Geriatrics, or d&hysician in any other specialty who chooses to assume the Care Coordination
and Care Management functions of the PCP. NursePractitioners andPhysicianAssistants

must be licensed as such. Licenses must beihdlte state(s) where services are being
rendered.

139.  Prior Authorizatiorg A written, faxed, or electronic approval that permits payment or
coverage of a medical item or service that is covered only by such authorization.
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140. Privacy- Requirementsestablished in HIPAA and implementing regulations, as well as
relevant Idaho privacy laws.
141.  Protected Health Information (PHI)ndividuallyidentifiable health information that is
maintained or transmitted in any form or medium and for which comwdisi for disclosure are
defined in the HIPAA and 45 CFR 8§ 160 and 164.
142.  Providerg AnyPhysicianHospital, or otherPerson orkntity licensed or otherwise
authorized to furnish health care services.
143.  Provider Networlg The collective group of health care and social support Providers,
including but not limited to PCPurses NursePractitioners,PhysicianAssistants, specialty
ProvidersMental Health/SubstanceUse Disorder Providers, community andsiitutional LTC
ProvidersPharmacy Providers, and acute hospital and other Providers employed by or under
contract with the Health Plan.
144. ProviderPreventable Conditioq Includes, consistent with 42 CFR 8§ 447.26, the
following:
a) HospitatAcquired Conditions as identified by Medicare other than Deep Vein
Thrombosis (DVT)/Pulmonary Embolism (PE) following total knee replacement or hip
replacement surgery iRediatric andObstetric Patients;

b) WrongQurgical or othelnvasiveProcedure performed on datient;
c) Surgical or othelnvasiveProcedure performed on the wrong body part;
d) Surgical or othelnvasiveProcedure performed on the wronBatient.

145.  Prudent LaypersonAs defined in the Patient Protections aA€A one whopossesses

an average knowledge of health and medicine. The standard establishes the criteria that
insurance coverage is based not on ultimate diagnosis, but on whether a prudent person might
anticipate serious impairment to his or her health in an emenyesituation.

146. Prudent Layperson Standa¢dA standard for determining the need to visit the
emergency room, which defines an emergency as a condition that a prudent layperson, ‘who
possesses an average knowledge of health and medicine.' expectsesudtyim:

a) Placing thePatient in serious jeopardy,
b) Serious impairment of bodily function, or
c) Serious dysfunction of any boglibrgans.

147.  Qualified Institutiong With respect toTransition Benefits (Management and Servjcas

Hospital, NursingFacility, IMD, or ICF/ID.
a) An IMD, which includes Psychiatric Hospitals and PRTF, shall be a Qualified
Institution only to the extent that Medicaid reimbursement is available under the State
Medicaid Plan for services provided by stmstitution.
b) Any days that aindividual resides in a Medicare certified Skilled Nursing
Facility (SNF) on the basis of having been admitted solely for purposes of receiving post
Hospital Short TermRehabilitativeServices covered by Medicare shall not be counted
for purposes of meeting the ninety (90) day minimum stay in a Qualified Institution
established under th&CA

148.  Qualified Intellectual Disabilities Professiot@IDPY, Providerresponsible for

integrating, coordinating, and monitoring services, muave the following qualifications:
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a) At least one (1) year of experience working directly wighsons with
intellectual or otherDDs and is one of the following:
(2) A Doctor of Medicine oDsteopathy,
(2) A RegisteredNurse, or
3 AnlIndividual who holds at leastBachelor'sDegree in a professional
category specified in CFR § 483.430.
149. Qualified ResidenceWith respect toTransitionBenefits Mlanagement and Servieg
the residence in the community in which an Eligible Individud reside upon transition to the
community which shall be one of the following:

a) A home owned or leased by an Eligible Individual otrlévidual's family
member;
b) An apartment with an individual lease, with lockable access and egress, and

whichincludes living, sleeping, bathing, and cooking areas over which the Eligible
Individual or thelndividual's family has domain and control; or
c) AResidential Assisted Living Facility or Certified Family Home setting.
150. Quality Management The ongoing process of assuring that the delivery of covered
services is appropriate, timely, accessible, availdkglicallyNecessary, in keeping with
established guidelines and standards, and reflective of the current stafedical and
BehavioralHealth knowledge.
151. Readiness Reviewd @I f dzt GA2y 2F (GKS I SIHfGK tflFyQa | oA
requirements of this contract including, but not limited to the ability to quickly and accurately
process claims and enrollment information, accept and transition kiembers, ad provide
adequate access to all Covered Services. At a minimum, readiness review will include a desk
NEOASSG YR LROGSYGALfte + AA0S @GA&aAG G2 GKS |1 St
152.  Rehabilitation Services and DevigeServices an®evices that support an Eollee in
retaining, improving, or rebuilding skills and functioning for daily living that have been lost or
impaired due to illness, injunpr other disabling condition.
153. Reportable Adverse IncidegtAn occurrence that represents actual or potensiatious
harm to the welbeing of an Enrollee, or to others by the actions of an Enrollee, who is receiving
services managed by the Health Plan, or has recently been discharged from services managed by
the Health Plan.
154.  Retroactive (Late) EnrolimentOccurs when the MMIS receives a Health Plan
enrollment after the due date of the monthly enroliment file.
155.  Second Opiniog Subsequent to an initial medical opinion, a sec(@) opinion is an
opportunity or requirement to obtain a clinical evaluai by aProvider other than the one
originally recommending a proposed health service, to assess the clinical necessity and
appropriateness of the initial proposed health service.
156.  SelfDirection¢ A model of service delivery in which the Enrollee reiog Personal
Assistanceservices, in collaboration with a FlI Agency, chooses the level of control he or she will
assume in recruiting, selecting, managing, training, and dismissiog hés PersonalCare
Assistant, regardless of who tHgnployer of reord is. SelDirection allows the Enrollee control
over the mannein which services are delivered.
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157.  Service Agreemerg A written plan of services developed by the Personal Assistance
Agency in conjunction with the Enrollee, or Surrogate, as apmtgrihat describes the
responsibilities of the Person@lareAssistant, the Enrollee, the Surrogate, the Personal
Assistance Agency, andth: & (KSe& NBfIFGS (2 G§KS YDrgtledSYSy il 2
PCA Services.
158.  Service Areg The specifigeographical area of Idaho for which the Health Plan agrees
to provide and is approved to provide Covered Services to all Enrollees who select the Health
tflyQa tftlyo
159.  Service Authorization Request Y 9y NRf f SSQa NBIljdzSacd F2NJ GKS
160. Serious Mental lliness (SMI). In accordance with 42 CFR 483.102(BiEpmwith
SMl:
a) Currently or at any time during the year, must have had a diagnosabigal,
Behavioral, oiltmotional Disorder of sufficient duration to meet the diagstic criteria
specified in the DSW; and
b) Must have a functional impairment that substantially interferes with or limits
one (1) or more major life activities.
D Functional impairment is defined as difficulties that substantially
interfere with orlimit role functioning with aly RA @A Rdz- £t Q& ol aAx 0 Rl
instrumental living skills, and functioning in social, family, vocatjamal
educational contexts. Instrumental living skills include maintaining a household,
managing money, gettinground the community, and taking prescribed
medication. AmAdult who met the functional impairment criteria during the
past year without the benefit of treatment or oth&upport Services is
considered to have §Ml
161.  Serious Persistent Mental lline¢SPMIY, An Enrollee must meet the criteria for SMI,
have at least one (1) additional functional impairment, and have a diagnosis unde¥ il
one (1) of the following: Schizophrenia, Schizoaffective Disorder, Bipolar | Disorder, Bipolar Il
Disorder Major Depressive Disorder Recurrent Severe, Delusional Disorder, or Borderline
Personality Disorder. The only Not Otherwise Specified (NOS) diagnosis included is Psychotic
Disorder NOS for a maximum of one hundred twenty (120) déy®ut a conclusive idgnosis.
162.  Significant ChangeChanges in eligibility standards for benefits, changes in coverage of
benefit, reduction in benefit, addition of benefit and/or changes in limitations on services to an
Enrollee.
163.  Skilled Nursing CareSkilledCare that is within the scope of the Nurse Practice Act,
provided by dicensedRegisteredNurse, orLicensedPracticalNurse under the supervision of a
RegisteredNurse, which may include intravenous injections; intravenous feedings;
intramuscular or subcutzeous injection; nasopharyngeal feedings; nasopharyngeal and
tracheotomy aspiration; insertion and sterile irrigation and replacement of catheters;
application of dressings involving prescription medications or aseptic techniques; treatment of
extensive deubitus ulcers or other widespread skin disorders; or other direct care activities that
require the skills, knowledge, and judgment diieensedRegisteredNurse.
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164. Solvency Standards for requirements on cash flow, net worth, cash reserves, working
capital requirements, insolvency protection, and reserves established by IDHW and agreed to by
CMS.

165. Special Health Care NeeglidnyPhysical Developmental Behavioral,Gognitive, or
Emotional Impairment orLimiting Condition that requires medical magement, health care
intervention, and/or use ofpecialized<ervices or programs beyond that typically required by
the general population.

166.  Specialist A Practitioner with expertise in a specific area of medicine that diagnoses,
manages, prevents, dreats certain types of symptoms and conditions.

167.  Subcontractorg Anindividual orEntity that enters into an agreement with the Health
Plan to fulfill an obligation of the Health Plan.

168.  Stakeholder APerson,Group, orOrganization that has a dict or indirect investment,
share, or interest in an organization, project, or system because it can affect or be affected by
the actions, objectives, and policies of the organization, project, or system. Stakeholders
include, but are not limited t&ule Makers, the State LegislaturierofessionalAssociations,
Providers of service®ayers of services, funding sourcBsgulators, Enrollees, and the families
of Enrollees.

169. State- TheSate of Idaho.

170. Supplemental Security Income (SSA Unted States government program that

provides stipends to lovincome people who are aged, blind, or disabled.

171.  Supplemental ServicesAdditional benefits not covered in the Medicaid State Plan that
enhance the general health and wbking of its Enrollees, including programs that address
preventive health, risk factors, or personal respoilgib

172. Telemedicine The remote diagnosis and treatmentdtients by means of
telecommunications technology. Telemedicine includes a growing variety of applications and
services using twavay video, email, smart phones, wireless tools, and other forms of
telecommunications technology.

173.  Third Party Insurance Casualty insurance, disability insurance, health insurance, life
insurance, marine and transportation insurance, motor vehicle insurance, property insyaance
any other insurance coveragethatmayp F2NJ 'y 9y NRft SSQ&a YSRAOI ¢
174. Total PMPM Cost Equates to PMPM claim costs plus PMPM Administrative costs. This
may also be referred to as the basapitation rate for each eligible Enrollee.

175, Transition Manage¢ An Individual that ha been certified by the IDHW Division of
Medicaid to managdransition Benefits (Management and Servidesgligible Participants

176.  Transition Benefitg Services that assist individuals transitioning from a qualified
institution into a qualified resience Transition Benefits consist of Transition Management and
TransitionServices andhay only beendered by a Transition Manager.

177.  Transition Management Services that assistdividuals in gaining access to needed
medical, social, education, amtdher services for participants moving from a Medichidded
institution to a Qualified Residence.

178.  Transition ServicesServices and items faligibleParticipants only that are purchased
through a Transition Manager, not to exceed two thousand dollars ($2,000), that cannot be
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obtained by other means, and are essential to the safe and timely transitioRantiaipant into

a Qualified Residenc&ransiton Services can only be authorized once in any two (2) year

period.

179.  Urgent Care; MedicalServices required promptly to prevent impairment of health due

to symptoms that do not constitute an Emergency Medical Condition, but that are the result of
an wunforeseen illness, injury, or condition for whibtedicalServices are immediately required.
Urgent Care is appropriately provided inaclifk,2¢ 8 A OAl yQa 2FFAOST 2NJ Ay
departmentifaclinicoPK @ & A OA I y Q& 2 T FrjedtEard dbes hofihclDd@ Pédmary 6 f S ©
Care services or services provided to treat an Emergency Medical Condition.

180.  Utilization ManagemenfUM) Programg A system of reviewing thieledicalNecessity,
appropriateness, or quality of health care services smgplies provided underldlanagedCare

plan using specified guidelines, as well as providing needed assista@a@dians orPatients in
cooperation with other parties, to ensure appropriate use of resources, which can be done on a
prospective or retrgpective basis, including service authorization and prior authorization.

181.  UtilizationReviewg An element olUM, it is the evaluation of the Medical Necessity,
appropriateness, and efficiency of the use of health care services, procedures, faaitites,
Practitioners under the provisions of the applicable health benefits gianvolves a set of
techniques used by or on behalf Bfirchasers of health care benefits to manage the cost of

health care before its provision by influenciRatient-care decision making through cadsy-

case assessments of the appropriateness of care based on professional and industry standards.
Utilization review is done at the individual Enrollee level as well as a system level.
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